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SECTION-WELCOME

Quick Reference Box

Yy Member services, claim inquiries, PersontihFgporand Mental
Health/SubstaneRelated and Addictive Disorder Administredter to the numbef
on the back of the UnitedHealthcare medical ID card

Yy Claims submittal address: UnitedHealthdal@ms, PO Box 30432, Salt Lake Cgy,
UT 841300432

Yy Onlineassistanceiww.myuhc.com

MissVICis pleased to provide you with tRBisnSummary, which describes the health
Benefits available to you and your covered family mefhbersides summaries of:

Yy Whois eligible.
Services that are coveredlledCovered Health Services.
Services that are not covered, called Exclusions and Limitations.

How Benefits are paid.

SIS S

Your rights and responsibilities under the Plan.

This Plan Summaig designed to meet your information ndédsipersedes anyepious
printed or electroniPlan Summaigr this Plan.

What isMissVIC?

The Mississippi Valley Intergovernmental Cooc
districts that have joined together for the purpose of funding and providing health coverage

under this Plan, in addition to other types of benefits. MissVIC is established and operated

under the Intergovernmental Cooperation Act (5 Ill. Comp. Stat. Sections 220/1 through

220/16). Importantly, MissVIC is not your employer and does not determiekgimlity

to participate in the Plan. Neither MissVIC nor the Plan limit the rights or obligations of
Participating School Districts to engage in collective bargaining.

IMPORTANT

The healthcare service, supply or Pharmaceutical Product is only aHedtrered
Service if it is Medically Necessary. (See definitions of Medically Necessary and Covered
Health Service in Section 4gssa)yThe fact that a Physician or other provider hag
performed or prescribed a procedure or treatment, or the facthrthgbé the only
available treatment for a Sickness, Injury, Mental Inbstanceelated and addictive
disorders, disease or its symptoms does not mean that the procedure or treatmgnt is a
Covered Health Service under the Plan.

UnitedHealthcare ispaivate healthcare claims administrator. UnitedHealthcare's goal is to
give you the tools you need to make wise healthcare decisions. UnitedHealthcare also helps
your employer to administer claims. Although UnitedHealthcare will assist you in many
ways, iloes not guarantee any BendfltissVICis solely responsible for paying Benefits
described in thiBlan Summary

1 SEcTION - WELCOME
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Please read tHdan Summaryoroughly to learn how the Plan works. If you have
guestions contact your local Human ResobDregartmendr call the numbeon your 1D
card

Amendment & Termination

MissVIC intends to continue this Plan indefinitely, but may, in its sole discnetiahthee

Plan at any time, for any reason, and without prior notice, subjechat at tany

applicabldaws orcollective bargaining agreements. MissVIC may also terminate the Plan in
the future, consistent with any applicable lawargaining@grementsFinally, pur

Employemay amend its written eligibility requirements und®aheconsistent with any
applicable laws and bargaining agreements.

If this Plan is terminated, Covered Persons will not have the right to any other Benefits from
thePlan, other than for those claims incurred prior to the date of termination, or as

otherwise provided under the Plan or any Amendment. After all Benefits have been paid and
other requirements of the law have been met, certain remaining Plan assetsiadll be

over to MissVIC and others as may be permitted or required by any applicable la

This Plan Summary reflects the Plan as it exidtdydn 2019If the Plan is amended,
Covered Persons may be subject to altered coverage and Bénefilg} the
responsibility of yolEmployerto notify you of any important changes to the.FPlease
refer to your Human Resources Department for further information concerning, or to
request a copy of, any Plan Amendments or any changesEimypur oejgibilityd s
requirements.

How To Use This Plan Summary
Read the entirelanSummaryand share it with your family. Then keep it in a sdfe
place for future reference.

Many of the sections of téan Summaryare related to other sections. You may] not
haveall the information you need by reading just one section.

You can find cops of youPlan Sumaryand any future amendmeatgequest
printed copies bgontacting yourduman Resourcé3epartment

Capitalized words in tidan Sumnaryhave special m@ags and are defined in
Section 14Glossary

If eligible for coverage, the words "you" and "your" refer to Covered Persons s
defined in Section 18Jossary

Y

If there is a conflict between tRin Summaryand any benefit summaries éoth
thanAmendmets) provided to you, thBlan Surmary willcontrol.

2 SeEcTION - WELCOME
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SECTION-2NTRODURGON

What this section includes:
Yy Who's eligible for coverage unther Plan.

Yy The factors that impact your cost for coverage.

Yy Instructions and timeframes for enrolling yourself @mdefigible Dependents.
Yy When coverage begins.

Yy When you can make coverage changes under the Plan.

Eligibility

Each Participating School Distthas established its own eligibility rules for its employees
under the Plan, subject to any applicable caldxzngaining agreements that may affect

your rights. To determine your eligibility, please contact your Human Resources Department
or refer b yourE mp | obpad polisies and any applicable collective bargaining
agreement(s).

Retiree Eligibility

If youare an employee of a Participating School District and you retire or become disabled
while covered under this Plan, yowWangiour Dependents may have the right to continue
coverage under this Plan. These continuation rights are establishe&rplgyer,
consistent with any applicable laws and collective bargaining agreements. For further
information, please contact your HumResources Department.

Dependent Eligibility

Your eligible Dependents may also participate in the Plan. An eligible Dépendent
considered to be:

Yy Your Spouse, as defined in SectioGlessary.

Yy Your or your Spouse's child who is under agedéding a natural child, stepchild, a
legally adopted child, a child placed for adoption or a child for whom you or your
Spouse are thegal guardian.

An unmarried child age 26 or over who is or becomes disabled and dependent upon you.
Veterans are conesl up to the end of the month when they are age 30.

Is an lllinois resident.
Served as an active or reserve member of an U.S. Arcey Bad
Received release or discharge other than dishonorable discharge.

S S S

To be eligible for coverage under the Rlddependent must reside within the United
States.

3 SECTIOR - INTRODUCTION
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To be eligible for this, the Dependent must submit to us a form approved by the lllinoi
Department of Veterands Affairs stating the
service.

Dependent Child e@red to age 26 regardless of student status and up to age 30 if a veteran
as outlined above.

Coverage terminates at the end of the mianwhich the dependent attains the maximum
age.

ContactyourHuman Resourcé3epartmentor more information on befieeligibility
rules, including retwto-work eligibility rules and employment status change policies.

Note:Your Dependents may notrefl in the Plan unless you are also enrolled. In addition,

if you and your Spouse are both covered under the Plamay@ach be enrolled as a
Participant or be covered as a Dependent of the other person, but not both. In addition, if
you and your Spoeisire both covered under the Plan, only one parent may enroll your child
as a Dependent.

A Dependent also includes dccfor whom health care coverage is required through a
Qualified Medical Child Support Order or other court or administrative odkscuased
in Section 13ther Important Information

Cost of Coverage

You andyourEmployersharen the cost of thel&n. Your contribution amount depends
on the Plan you select and the family members you choose to enroll.

Your contributions are deductedm your paychecks on a beftae basis. Befoitax

dollars come out of your pay before federal income and Souidy $@xes are withheld

and in most states, before state and local taxes are withheld. This gives your contributions a
special tax adntage and lowers the actual costto you.

Your contributions are subject to reviamdyour Employereserveghe rightto change
your contribution amount from time to tinYau can obtain current contribution rates by
calling your Human ResourBesparment.

How to Enroll

To enroll, calyourHumanResourceBepartmentwithin 31 days of the date you first
become eligible for medical Plan coverage. If you do notetimiall31 days, you will need
to wait until the next annual Open Enrollment to make your benefit elections.

Each year during annual Open Enroliment, you have the opportunity to review ged chan
your medical election. Any changes you make during OpdmEntalill become effective
the following July 1.

4 SECTIOR - INTRODUCTION
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Important
If you wish to change your benefit elections following your marriage, birth, adoplon ofa
child, placement for adoption of a child or other family status change, you must ¢ontact
yourHuman ResauesDepartmentithin 31 days of the event. Otherwisa,wil

need to wait until the next annual Open Enrollment to change your elections.

When Coverage Begins

OnceyourHuman Resourcd3epartmenteceives your properly completed enrollment,
coverag will begin otthe first day of the monttoinciding withor nextfollowing yourfirst
date workedCoverage for your Dependents will start on the date your coverage begins,
provided you have enrolled them in a timely manner.

Coverage for a Spousebmpendent stepchild that you acquire via marriage becomes
effective the date of your marriage, provided you gotitHuman Resourcédepartment

within 31 days of your marriage. Coverage for Dependent children acquired through birth,
adoption, or placeent for adoption is effectien the date of the family sia change,

provided you notifyourHuman Resourc&epartmentvithin 31 days of the birth,

adoption, or placement.

If You Are Hospitalized When Your Coverage Begins

If you are an inpatient amHospital, Skilled Nursing Facility or Inpatient Rehiadmilita

Facility on the day your coverage begins, the Plan will pay Benefits for Covered Health
Services that you receive on or after your first day of coverage related to that Inpatient Stay
as longas you receive Covered Health Services in accordanhe teitims of the Plan.

These Benefits are subject to any prior carrier's obligations under state law or contract.

You should notify UnitedHealthcare of your hospitalization within 48 hours ay §eud
coverage begins, or as soon as is reasonablygp&ssiBenefit plans that have a Network
Benefit level, Network Benefits are available only if you receive Covered Health Services
from Network providers.

Changing Your Coverage

You may make coage changes during the year only if you experience arclizamg

status. The change in coverage must be consistent with the change in status (e.g., you cover
your Spouse following your marriage, your child following an adoption, etc.). The following
are considered family status changes for purposes of the Plan

Yy Your marriage, divorce, legal separation or annulment.

The birth, legal adoption, placement for adoption or legal guardianship of a child.

than coverage under the Medicar®ledicaid programs) under another employer's plan.

Loss of coverage due to the exhaustion of another employer's COBRA benéefits,

y

Yy A change in your Spouse's employment or involuntargflbealth coverage (other

y Loss . . _ |
provided you were paying for premiums on a timely basis.

y

Your deéh or the death of a Dependent.
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<

Your Dependent child no loeggualifying as an eligible Dependent.

<,

A change in your or your Spouse's position or work schedule that impacts eligibility for
health coverage.

y* Contributions were no longer paid by the emp(thyisris true even if you or your
eligible Dependent contiesito receive coverage under the prior plan and to pay the
amounts previously paid by the employer).

Yy You or your eligible Dependent who were enrolled in an HMO no longer live or work in
that HMO'sservice area and no other benefit option is available é@ your eligible
Dependent.

Yy Benefits are no longer offered by the Plan to a class of individuals that include you or
your eligible Dependent.

y' Termination of your or your DependeMedicaiolr Children's Health Insurance Program
(CHIP)coverage as a ulisof loss of eligibility (you must contaatirHuman
ResourceBepartmenwithin 60 days of termination).

Yy You or your Dependent become eligible for a premium assistance subskgdioaidr
or CHIP (you must contagburHuman Resourcé3epartmentithin 60 days of the
date of determination of subsidy eligyiili

Yy You or your Dependent lose eligibility for coverage in the individual market, including
coverage purchased through a public exchange or other public market established under
the Affordalte Care Act (Marketplace) (other than loss of eligibility fnagevdue to
failure to pay premiums on a timely basis or termination of coverage for cause, such as
making a fraudulent claim or an intentional misrepresentation of a material fact)
regardles of whether you or your Dependent may enroll in other intividtiaet
coverage, through or outside of a Marketplace.

y" A strike or lockout involving you or your Spouse.
y' A court or administrative order.

Unless otherwise noted above, if you wish to change your elections, you mugbaontact
Human Resourcé3epartmenwithin 31 days of the change in family status. Otherwise, you
will need to wait until the next annual Open Enroliment.

While some of theschanges in status are similar to qualifying events under COBRA, you, or
your eligible Dependent, do not need tct €©BRA continuation coverage to take

advantage of the special enrollment rights listed above. These will also be available to you or
youreligible Dependent if COBRA is elected.

Note: Any child under age 26 who is placed with you for adoption wijilile étr

coverage on the date the child is placed with you, even if the legal adoption is not yet final. If
you do not legally adopt thald, all medical Plan coverage for the child will end when the
placement ends. No provision will be made for camgraoverage (such as COBRA

coverage) for the child.
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Change in Family Status Example
Jane is married and has two children who qualify as Dependents. At annual Opgn

Enrollment, she elects notto participath@MissVICmedical plan, because her
husbandTom, has family coverage under his employer's medical plan. In June, Tom
loses his jo as part of a downsizing. As a result, Tom loses his eligibility for medigal
coverage. Due to this family status change, Jane can elect family medical coverpge under
the MissVICmedical plan outside of annual Open Enroliment.

SECTIOR - INTRODUCTION
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SECTION-3HOW THELAN WORKS

What this section includes:
Yy Accessing Benefits.

Eligible Expenses.
Annual Deductible.

Copayment.

<SS S

Coinsurance.

y* Out-of-Pocket Maximum.

Accessing Benefits

As a particignt inthis Plan, you have the freedom to choose the Physician or health care
professional you prefer each time you need to receive Covered Health Services. The choices
you make affect the amounts you pay, as well as the level of Benefits you reggive and a
bendit limitations that may apply.

You are eligible for the Network level of Benefits under this Plan when you receive Covered
Health Services from Physicians and other health care professionals who have contracted
with UnitedHealthcare to provid®ose services.

You can choose to receNetwork Benefits or NoiNetwork Benefits.

Network Benefits apply to Covered Health Services that are provided by a Network
Physician or other Network provider. You are not required to select a Primary Physician in
order to obtain Network Benefits. In gesd health care terminology, a Primary Physician
may also be referred to &renary Care Physmi&CP

Emergency Health Services are always paid as Network Benefits. For facility charges, these
are Benefitsoir Covered Health Services that areldiiea Network facility and provided

under the direction of either a Network or iidgtwork Physician or other provider.

Network Benefits include Physician services provided in a Network facility by a Network or
a ron-Network Emergency room Physician,atagjist, anesthesiologist or pathologist.

Non-Network Benefitsapply to Covered Health Services that are provided by a non
Network Physician or other nddetwork provider, or Covered Health Services that are
providel at a norNetwork facility. In generagdalth care terminology, Ndtetwork
Benefits may also be referred to asaditetwork Benefits.

Depending on the geographic area and the service you receive, you may have access through
UnitedHealthcare's Sharedulisgs Program to neNetwork providers winhave agreed to

discounts negotiated from their charges on certain claims for Covered Health Services. Refer
to the definition of Shared Savings Program in SectiGto$darpf thePlan Summaryfor

details abdthow the Shared Savings Program applies.
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You must show your identification card (ID card) every time you request health care services
from a Network provider. If you do not show your ID card, Network providers have no way

of knowing that you are enrolieder the Plan. As a result, they maydilfor the entire

cost of the services you receive.

Generally, when you receive Covered Health Services from a Network provider, you pay less
than you would if you receive the same care from-Bl@mrork provide Therefore, in
most instances, your enftpocket expenses will be less if you use a Network provider.

If you choose to seek care outside the Network, the Plan generally pays Benefits at a lower
level. You are required to pay the amount that excedelgjithle Expense. The amountin
excess athe Eligible Expense could be significant, and this amount does not apply to the
Out-of-Pocket Maximum. You may want to ask theMetwvork provider about their billed
charges before you receive care.

Health Servies from NorrNetwork Providers Paid as Nework Benefits

If specific Covered Health Services are not available from a Network provider, you may be
eligible to receive Network Benefits when Covered Health Services are received from a non
Network provider. Irthis situation, your Network Physiciath motify UnitedHealthcare,

and if UnitedHealthcare confirms that care is not available from a Network provider,
UnitedHealthcare will work with you and your Network Physician to coordinate care
through a nofNetwork provider.

Looking for a Network Provider?

In addition to other helpful informatiomyww.myuhc.com, UnitedHealthcare's
consumer website, contains a directory of health care professionals and facilitieg in
UnitedHealthcare's Network. While Network statay change from time to time,
www.myuhc.comhas the most current source of Network informatice.
www.myuhc.comto search for Physicians available in your Plan.

Network Providers

UnitedHealthcare or its affiliates arrange for health care pravp@mcipate in a
Network.At your request, UnitedHealthcare will send you a directory ofrklpteaiders
free of charg&eep in mind, a provider's Network status may change. To veofydaips
status or request a provider directory, youatebmitedHealthcare at the number on your
ID card or log ontavww.myuhc.com

Network providersra independent practitioners and are not employbtsdfiCor
UnitedHealthcare.

UnitedHealthcare's credentialing process confirms ipédnimation about the providers'
licenses and other credentials, but does not assure the quality of the serd®es pro

Before obtaining services you should always verify the Network status of a provider. A
provider's status may change. You can Jeeifgrovider's status by calling
UnitedHealthcare. A directory of providers is available onkmeratmyuhc.comor by

calling the number on your ID card to request a copy.
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It is possible that you might not be able to obtain services from a particulak Netwo
provider. The network of providers is subject to change. Or you might find that a particular
Network provider magot be accepting new patients. If a provider leaves the Network or is
otherwise not available to you, you must choose another Netwodlepimget Network
Benefits.

If you are currently undergoing a course of treatment utilizingNeheoark Physiciaar

health care facility, you may be eligible to receive transition of care Benefits. This transition
period is available for specific maldservices and for limited periods of time. If you have
guestions regarding this transition of care reimbursealiegitqy would like help

determining whether you are eligible for transition of care Benefits, please contact
UnitedHealthcare at the numbaryour ID card.

Do not assume that a Network provider's agreement includes all Covered Health Services.
Some Netwrk providers contract with UnitedHealthcare to provide only certain Covered
Health Services, but not all Covered Health Services. SomkIpetwvimers choose to be

a Network provider for only some of UnitedHealthcare's products. Refer to your provider
directory or contact UnitedHealthcare for assistance.

Designated Providers

If you have a medical condition that UnitedHealthcare believespeeid! services,
UnitedHealthcare may direct you to a Designated Provider chosen by UnitedHealthcare. If
you regire certain complex Covered Health Services for which expertise is limited,
UnitedHealthcare may direct you to a Network facility or prdivadas outside your local
geographic area. If you are required to travel to obtain such Covered Healthr8eraces f
Designated Provider, UnitedHealthcare may reimburse certain travel exipenses at
discretion ofJnitedHealthcarer MissVIC.

In both cases, Network Benefits will only be paid if your Covered Health Services for that
condition are provided by or argeed by the Designated Provider or other provider chosen
by UnitedHealthcare.

You or your Network Physician must notify UnitedHealthcaeeeofal service needs (such
as transplants or cancer treatment) that might warrant referral to a DesignatedfProvider
you do not notify UnitedHealthcare in advance, and if you receive services from a non
Network facility (regardless of whether it iaighated Provider) or other Adatwork
provider, Network Benefits will not be paid. Nbetwork Benefits may beagtable if the
special needs services you receive are Covered Health Services for which Benefits are
provided under the Plan.

Limitations on Selection of Providers

If MissVIC orUnitedHealthcare determines that a participant is using health carerservices i

a harmful or abusive manner, or with harmful frequency, he or she may be required to select
a single Network Physician to provide@muatdinate all of his or her future Covered Health
Services. If so, such participant will receive a notificationngedjugriparticipant to select a
Network Physician within 31 dayshe datehe notification is receivel the participant

fails to tmely select a Network Physician, UnitedHealthcare will select one for the

participant. To the extent the participantsduta use the selected Network Physician to
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provide and coordinate his or her care, any Covered Health Services the participant receives
will be paid as NehNetwork Benefits (even if they are ordered or provided by a Network
provider.

Eligible Expenses

Eligible Expenses are the amount UnitedHealthcare determines that UnitedHealthcare will
pay for Benefits. Fddetwork Benefitsyou are ot responsible for any difference between
Eligible Expenses and the amount the provideHalidNon-Network Benefs, you are
responsible for paying, directly to the-iNmtwork provider, any difference between the
amount the providdrills you andite amount UnitedHealthcare will pay for Eligible
Expenses. Eligible Expenses are determined solely in accordanceeditedlincare's
reimbursement policy guidelines, as describedRtath&umary

For Network Benefits, Eligible Expenses are basedhe following:

Yy When Covered Health Services are received iatwark provider, Eligible Expenses
are UnitedHealtlace's contracted fee(s) with that provider.

Yy When Covered Health Services are received fromMatwark provider as a result of
an Emegency or as arranged by UnitedHealthcare, Eligible Expenses are an amount
negotiated by UnitedHealthcare or an amoumtifpped by law. Please contact
UnitedHealthcare if you are billed for amounts in excess of your applicable Coinsurance,
Copayment or ardeductible. The Plan will not @agounts in excess of the Eligible
Expensesr amounts you are not legally obligaiquhy.

For Non-Network Benefits, Eligible Expenses are based on either of the following:

Yy When Covered Health Services are receivedafrmmNetwork providerat
Uni tedHeal t h ElgibleExmensesiare deterenined pbased on:

- Negotiated rategyeeed to by the neNetwork providerand at Unit edHeal th
discretioneither UnitedHealthcare or ondbfitedHealthcare's vendors, affiliates
or subcontractors.

- If rates have not been negotiated, then one of the follamiogntsappybased on
theclaim type

Eligible Expenses are determined based on 140% of the published rates allowed
by theCenters fdedicare and Medicaid Servicésr(MgiBgare for the same or
similar service within the geographic masktit,the exception of the follavg:

1 50% of CMS for the same or similar laboratory service.

1 45% of CMS for the same or similar durable mejagdment, or CMS
competitive bid rates.

When arate is not published@iMSfor the service, UnitedHealthcare uses an
available gap methodoldagydetermine a rate for the service as follows:
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1 For services other than Pharmaceutical Products, Unitediiealthes a
gap methodology establisheddpguminsigéwd/or a third party vendor
that uses a relative vadgaleor similar methodologVhe rdative value
scale is usually based on the difficulty, time, work, risk and resources of the
service. If thealative value scale(s) currently in use become no longer
available, UnitedHealthcare will use a comparable scale(s). UnitedHealthcare
andOptumlightare related companies through common ownership by
UnitedHealth Group. Refer to UnitedHealthcare's wetltsite
www.myuhc.comfor information regarding the vendor that provides the
applicable gap fill relative value scale information.

1 For Pharmaceutic&®roducts, UnitedHealthcare uses gap methodologies that
are similar to the pricing methodology use€tMi§ andproduce fees based
on published acquisition costs or average wholesale price for the
pharmaceuticals. These methodologies are currently cydaddddalth
SystenmiBhomson Resuf@ublished in itRed Bogkor UnitedHealthcare
based on an internallgwkloped pharmaceutical pricing resource.

1 When arate is not published@MSfor the service and a gap methodology
does not apply to the servites Eligible Expense is based on 50% of the
provider's billed charge.

UnitedHealthcare updates @&Spublided rate data on a regular basis when
updated data fro@MSbecomes available. These updates are typically implemented
within 30 to 90 days af€MSupdates its data.

IMPORTANT NOTICE : Non-Network providers may bill you for any difference
between the prader's billed charges and the Eligible Expense described here.

Don't Forget Your ID Card

Remember to show your ID card every time you receitte ¢ezal services from a
provider. If you do not show your ID card, a provider has no way of knowing that| you
are enrolled under the Plan.

Annual Deductible

The Annual Deductible is the amount of Eligible Expenses you must pay each calendar year
for CoveredHealth Services before you are eligible to begin receiving Benefits. There are
separate Network amdn-Network Annual Deductibles for this Pldhe amounts you pay

toward your Annual Deductible accumulate over the course of the calendar year.

Amountspaid toward the Annual Deductible for Covered Health Services that are subject to
a visit or day lihiwill also be calculated against that maximum benefit limit. As a result, the
limited benefit will be reduced by the number of days or visits you waednmeting the

Annual Deductible.
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Copayment

A Copayment (Copay) is the amount you pay each timecgive certain Covered Health
Services. The Copay is a flat dollar amount and is paid at the time of service or when billed
by the provider. Copays cotmward the Oubf-Pocket MaximunCopays do not count

toward the Annual Deductible. If the EligiBlgpense is less than the Copay, you are only
responsible for paying the Eligible Expense and not the Copay.

Coinsurance

Coinsurance is the percentage igillé Expenses that you are responsible for paying.
Coinsurance is a fixed percentage that agptiegdin Covered Health Services after you
meet the Annual Deductible.

Outof-Pocket Maximum

The annual Oubf-Pocket Maximum is the most you pay eaehaat year for Covered

Health Services. There are separate Network aridatenrk Outof-Pocket Maxnums

for this Planlf your eligible oubf-pocket expenses in a calendar year exceed the annual
maximum, the Plan pays 100% of Eligible Expenses for Covered Health Services through
the end of the calendar year.

The following table identifies whiates and does not apply toward yéetwork and non
Network Outof-Pocket Maximums:

Applies to the
Non-Network
Out-of-Pocket

Applies to the
Plan Features Network Out-of-
Pocket Maximum?

Maximum?
Copaysexcept for those Covered Health
Services identified the Section Flan Yes Yes
Highlightsble that do not apply to the ©u
of-Pocket Maximum
Payments toward the Annual Deductible Yes Yes
Coinsurance Paymengxcept for those
Covered Health Seres identified in the Yes Yes
Section 5Plan Highlightble that do not
apply to the Oubf-Pocket Maximum
Charges for noovered Health Services No No

The amounts of any reductions in Benefit
you incur by nobbtaining prior No No
authorization as required

Charges that exceed Eligible Expgnse No No
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SECTION-4ERSONAHEALTH SUPPORND PRIOR AUTHORION

What this sectionincludes:
Yy An overview of the Personal Health Suppogram.

y' Covered Health Services which Require Prior Authorization.

Care Management

When you seek prior aatiization as required, the Claims Administrator will work with you

to implement the care megement process and to provide you with information about
additional services that are available to you, such as disease management programs, health
education, anplatient advocacy.

UnitedHealthcare provides a program called Personal Health 8eggpuoetl to encourage
personalized, efficient care for you and your covered Dependents

Personal Health Support Nurseater their efforts on prevention, educatand closing
any gaps in your care. The goal of the program is to ensure you recaige dppropriate
and coseffective services available.

If you are living with a chronic condition or dealing with complex health care needs,
UnitedHealthcare maysagn to you a primary nurse, referred to as a Personal Health
Support Nursdo guide you tlough your treatment. This assigned nurse will answer
guestions, explain options, identify your needs, and may refer you to specialized care
programs. The Persoidalth Support Nurse will provide you with their telephone number
so you can call them winestions about your conditions, or your overall health and well
being.

Personal Health Support Nursak provide a variety of different services to helprydu a

your covered family members receive appropriate medical care. Program components are
subgct to change without notice. When the Claims Administrator is called as required, they
will work with you to implement the Personal Health Suppmeéss and forovide you

with information about additional services that are available to you, sedsas d

management programs, health education, and patient advocacy. As of the publication of this
Plan Sumnary the Personal Health Suppomgram includes:

Yy Admission counseling- Personal Health Support Nuraes available to help you
prepare for a successful surgical admission and recovery. Call the nyoubébDon
card for support.

y Inpatient care management If you are hospitalized, a nuvgt work wih your
Physician to make sure you are getting the care yomddeat gour Physician's
treatment plan is being carried out effectively.

Yy Readmission Management This program serves as a bridge between the Hospital
and your home if you are at high risk@ng readmitted. After leaving the Hospital, if
you have a dain chronic or complex condition, you may receive a phone call from a
Personal Health Support Nuteeonfirm that medications, needed equipment, or
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follow-up services are in place. The Personal Health Supporilluats® share
important healtlcare information, reiterate and reinforce discharge instructions, and
support a safe transition hem

Yy Risk Management- Designed for participants with certain chronic or complex
conditions, this program addresses such health care needs as acceds to medica
specialists, medication information, and coordination of equipment and supplies.
Participants maceive a phone call from a Personal Health Supportthldiseuss
and share important health care information related to the participant's speaiic ch
or complex condition.

y' Cancer Management You have the opportunity to engage with a nurse that
specializes in cancer, education and guidance throyglraisire path.

Yy Kidney Management- You have the opportunity to engage with a nurse that
specializes in kidney disease, education and gwdhnc&D stage 4/5 or ESRD
throughout your care path.

If you do not receive a call from a Personal Health Siwosebut feel you could benefit
from any of these programs, please call the number on your ID card.

Prior Authorization

UnitedHealthcaresquires prior authorization for certain Covered Health Services,
Network Primary Physiceand other Network pwiders are responsible for obtaining
prior authorization before they provide these services to you.

It is recommended that you confirm with the Claims Administrator that all Covered Health
Services have been prior authorized as required. Before réoes@rggrvices from a

Network provider, you may want to contact the Claims Administrator to \artheth

Hospital, Physician and other providers are Network providers and that they have obtained
the required prior authorizatiodetwork facilities anetwork providers cannot bill you

for services they fail to prior authorize as required. You cantdbetClaims

Administrator by calling the numbenaur ID card.

When you choose to receive certain Covered Health Services fidetwork providers,
you are responsible for obtaining prior authorization before you receive these\sgevices.
that yaur obligation to obtain prior authorization is also applicable wherNetvoork
provider intends to admit you to a Network facility or refers you to other Network
providers.

To obtain prior authorization, call the number onyour ID card. This call starthie

utilization review proces3nce you have obtained the authorization, please review it

carefully so that you understand what services have been authorized and what providers are
authorized to deliver the services that ajecub the authorization

The utilization review process is a set of formal techniques designed to monitor the use of,
or evaluate the clinical necessity, appropriateness, efficacy, or efficiency of, health care
services, procedures or settings. Suchigeels may include ambaoig review, prospective
review, second opinion, certification, concurrent review, case management, discharge
planning, retrospective review or similar programs.
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Contacting UnitedHealthcare or Personal Health Support is easy.
Smply call the number on your ID card.

Network providers aresponsible for obtaining prior authorization from the Claims
Administrator before they provide certain services to you.

Whenyou choose to receive certain Covered Health Services frévetaark providers,

you are responsible for obtaining prior authorization from the Claims Administrator before
you reeive these services. In many cases, youNBimmork Benefits will be redeetif the
Claims Administratdras not provided prior authorization.

Services for which you are required to obtain prior authorization are identified in Section 6,
Additional Coage Detailgithin each Covered Health Service Benefit description. Please
note that prior authorization timelines apply. Refer to the applicable Benefit description to
determine how far in advance you must obtain prior authorization.

Special Note Regand Medicare

If you are enrolled in Medicare on a primary basis (Medigailgefare the Plan pays
Benefits) the prior authorization requirements do not apply to you. Since Medicare is the
primary payer, the Plan will pay as secondary payer as dassdbtohi 1Coordination of
Benefits (COBpu are not required to obtainthorization before receiving Covered Health
Services.
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SECTION-#LAN HIELIGHTS

What this section includes:
y  Payment Terms and Features.

Yy Schedule of Benefits.

Payment Terms and Features

The table below provides an overview of Copays that applyouhrensive certain
Covered Health Services, antlines the Plan's Annual Deductible anddRocket
Maximum

Non-Network
Plan Features Network Amounts NG

Copays
In addition to these Copays, youmay
responsible for meeting the Annual
Deductible for the Covered Health
Serviceslescribed in the chart on the
following pages.
y  Dental Service&ccident Only. $25 $25
Yy Emergency Health Services. $350 $350
Yy Hospital- Inpatient Stay. $100 Not Applicable
Yy Physician's Office Servied2rimary :

Physician. $25 Not Applicable
Yy Physician's Office ServieeSpecialist. $50 Not Applicable
Yy Rehabilitation Services. $25 Not Applicabé
Yy Urgent Care Center Services. $25 Not Applicable
y
Copays do not apply toward the Annua
Deductible.
Copays apply toward the enftPocket
Maximum.
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Non-Network

Plan Features Network Amounts
Amounts

Annual Deductible

Yy Individual. $1,000 $2,000

Yy Family (not to exceed the applicabl
Individual amount for all Covered
Persons in a family).

Coupons: The Plan Sponsor may not $2.000 $4.000
permit certain coupons offers from ’ ’
pharmaceutical manufacturers or an
affiliate to apply to your Annual
Deductible.

Annual Out-of-Pocket Maximum

Yy Individual (single coverage). $3,500 $7,000
y  Family (not to exceed the applicablg
Individual amount foall Covered $7,000 $14,000

Persons in a family).

The Annual Deductible applies toward
Out-of-Pocket Maximum for all Covereq
Health Services.

Coupons: ThePlan Sponsor may not
permit certain coupons or offers from
pharmaceuticahanufacturers or an
affiliate to apply to your Annual Gaft
Pocket Maximum.
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Non-Network

Plan Features Network Amounts
Amounts

Lifetime Maximum Benefit

There is no dollar limit to the amount th
Plan will pay for essential Besadfiuring Unlimited
the entire period you are enrolled in thi
Plan.

Generally the following are considered
be essential benefits underPatient
Protection and Affordable Care Act:

Ambulatory patient services; emergeng
services, hospitalization;teraity and
newborn care; mental health and
substanceelated and addive disorders
services (including behavioral health
treatment); prescription drug products;
rehabilitative and habilitative services 3
devices; laboratory services; preventive
wdlness services and chronic disease
management; and pediatric services
(including oral and vision care).
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Schedule of Benefits

This table provides an overview of the Plan's coverage levels. For detailed descriptions of
your Benefits, refer to SectiomA@ditional Coverage Details

Benefit
. (The Amount Payable by the Plan base

Network Non-Network
Ambulance Services Ground and/or Air| Ground and/or Ai

Ambulance Ambulance
y" Emergency Ambulance. 100% Sames Network
Yy Non-Emergency Ambulance.

0,

Ground or air ambulance, as the Claim 100% Same as Network
Administrator determinegpropriate.
Cellular and Gene Therapy
Services must be received at a Design Designated

Provider. Network

Dependig upon
where the Covered
Health Service is | Non-Network
provided, Benefits |  Benefits are not

will be the same as available
those statednder
each Covered Healt
Service category in
this section.

Clinical Trials

Depending upon | Depending upon
Benefits are available when the Coverd Where the Covered wherethe Covered
Health Services are provided by either| Health Service is | Health Service is

Network or nonNetwork providers. provided, Benefits | provided, Benefits
will be the same ag will be the same g

those stated under| those stated undg
each Covered Healtf each Covered
Service category i Health Service
this section. category in this
section.
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Benefit

(The Amount Payable by the Plan base

Covered Health Servicés on Eligible Expenses)

Network

Non-Network

Congenital Heart Disease (CHD)
Surgeries

Depending upon where the Covered
Health Service is provided, Benédits
diagnostic services, cardiac catheteriza
and nonsurgical management of CHD
will be the same as those stated under
Covered Health Service category in thi
section.

90% after you pay
Copayment of
$100per confinemer

70% after gu meet
the Annual
Deductible

Dental Services Accident Only

See Section Bdditional Coverage Dé&ails
limits.

100% after you pay
Copayment of
$25per visit

Samas Network

Dental Servicesd Anesthesia

Depending upon
where theCovered
Health Service is
provided, Benefits
will be the same as
those stated under
each Covered Healt
Service category ir
this section.

Depending upon
where the Covere
Health Serveis
provided, Benefitg
will be the same a
those stated unde
each Coved
Health Service
category in this
section.

Diabetes Services

Diabetes SefManagement and Training
Diabetic Eye Examinations/Foot Care

Depending upon
where the Covered
Health Sevice is
provided, Benefits
for diabetes self

management and
training/diabetic eye
examinations/foot
care will be paid th¢
same as those statg
under each Covere

Depending upon
where the Covere
Health Service is
provided, Benefits
for diabetes self
management and
training/diabetic
eye
examinations/foot
care will be paid th
same as those stal

Health Service

under each Coverd
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Benefit

(The Amount Payable by the Plan base

Covered Health Servicés on Eligible Expenses)

Diabetes SefMlanagement Items
y' Diabetes equipment.

y' Diabetes supplies.

SeedDurable Medical Equipm&eiction 6,
Additional Coverage Détailisnits.

Network Non-Network
category in this Health Service
section. category in this

Benefis for diabetes
equipment will be
the same as thosqg

stated undddurable

Medical Equipmant

this section.

For diaketes spplies
the Benefit is 90%
after you meet the
Annual Deductible.

section.

Benefits for
diabetes equipmel
will be the same a
those stated unde

Durable Medical
Equipmer this
section.

For diabetes
supplies the Benef
is 70% after you
meet the Annual
Deductible.

Durable Medical Equipment (DME)

SeeDurable Medical Equipm8&etction 6,
Additional Coverage Dé&tailisnits.

90% after you mee
the Annual
Deductible

70% after you mee
the Annual
Deductible

Emergency Health Services
Outpatient

If you areadmitted as an inpatient to a
Hospital directly from the Emergency
room, you will not have to pay this Cop|
The Benefits for an Inpatient Stay in a
Hospital will apply instead.

100% after you pay
Copayment of $35(
per visit

Same as Network

Enteral Nutrition

90% after you mee
the Annual
Deductible

70% after you megq
the Annual
Deductible

Hearing Aids

See Section Additional Coverage Détails
limits.

90% after you mee
the Annual
Deductible

70% after you megq
the Annual
Deductible
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Benefit
) (The Amount Payable by the Plan base
Covered Health Servicés on Eligible Expenses)
Network Non-Network

Home Health Care 90% after you mee| 70% after you meq
See Section Bdditional Coverage Dédails the Annual the Annual
limits. Dedutible Deductible
Hospice Care 90% after you mee| 70% after you mee
See Section Additional Coverage Dégails the Annual the Annual
limits. Deductible Deductible

Hospital - Inpatient Stay

90% afteyou pay a
Copayment of $10(
per confinement

70% after you mee
the Annual
Deductible

Lab, X-Ray and Diagnostics-
Outpatient

y' Lab Testing Outpatient.

Yy X-Ray and Other Diagnostic Testing
Outpatient.

100%

100%

70% after you megq
the Annual
Deductible

70% after you mee
the Annual
Deductible

Lab, X-Ray and Major Diagnosticsd
CT, PET, MRI, MRA and Nuclear
Medicine - Outpatient

90% after you mee
the Annual
Deductible

70% after you megq
the Annual
Deductible

Mental Health Services

Yy Inpatient.

y" Outpatient.

90% after you pay 1
Copayment of $10(
per confinement

100% after you pay
Copayment of $25
per visit

70% after you megq
the Annual
Deductible

70% after you megq
the Annual
Deductible

23

SECTIONS- PLANHIGHLIGHTS



MssVICCHOICEPLUSHEALTHPLAN

Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Network

Non-Network

Neurobiological Disorders - Autism
Spectrum Disorder Services

y Inpatient.

y  Outpatient.

90% after you pay
Copayment of $10(
per confinement

100% after you pay
Copayment of $25
per visit

70% after you mee
the Annual
Deductible

70% after you megq
the Annual
Deductible

Nutritional Counseling

Yy Primary Physician.

Yy Specialist Physician.

See Section Additional Coverage Details
limits.

100% after you pay
Copayment of $25
per visit

100% after you pay
Copayment of $50
per visit

70% after you meg
the Annual
Deductible

70% after you meg
the Annua
Deductible

Obesity Surgery

See Section Additional Coverage Details
limits.

Depending upon
where the Covered
Health Service is
provided, Benefits
will be the same as
those stated under
each Covered Healt
Service category ir]
this section.

Depending upon
where the Covere
Health Service is
provided, Benefits
will be the same 4
those stated unde
each Covered
Health Service
category in this
section.

Ostomy Supplies

See Section Addtional Coverage Digails
limits.

90% after you mee

70% after you mee

the Annual the Annual
Deductible Deductible
Pediatric Preventive Dental 100% 100%

24

SECTIONS- PLANHIGHLIGHTS



MssVICCHOICEPLUSHEALTHPLAN

Benefit

(The Amount Payable by the Plan base

Covered Health Servicés on Eligible Expenses)

Network

Non-Network

Pharmaceutical Products Outpatient

90% after you mee
the Annual
Deductible

70% after you eet
the Annual
Deductible

Physician Fees for Surgical and
Medical Services

Covered Health Services provided by 3
non-Network consulting Physician,
assistant surgeona surgical assistantir
Network facility will be paid as Network
Benefits. In order to obtain th@hest

level of Benefits, you should confirm th
Network status of these providers prior
obtaining Covered Health Services.

90% after you mee
the Annual
Deductible

70% after you megq
the Annual
Deductible

Physician's Office Sevices- Sickness
and Injury

Yy Primary Physician.

Yy Specialist Physician.

y

Injections

y  Home visits

100% after you pay
Copayment of $25
pervisit

100% after you pay
Copayment of $50
per visit

100% after you paa
Copayment of $3
(except for
immunizations and
DepoProvera)

90% after you mee
the Annual
Deductible

70% after you mee
the Annual
Deductible

70% after you mee
the Annual
Deductible

70% after you megq
the Annual
Deductible

70% after you megq
the Annual
Deductible
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Benefit

(The Amount Payable by the Plan base

Covered Health Servicés on Eligible Expenses)

Network

Non-Network

Pregnancyd Maternity Services

A Deductible will nbapply for a newbort
child whose length of staytire Hospital
is the same as the mother's length of s

Benefits will be the
same as those statg
under each Covere
Health Service
category in this

Benefits will be the
same as those stat
under each Covere
Health Service
category in this

section. sedion.

Preventive Care Services

Yy Physician Office Services. 100% 70% after you mes
the Annual
Deductible

y- Lab, X—I’ay or Other Preventive Test 100% 70% after you mes
the Annual
Deductible

y Breast Pumps. 100% 70% after you meg
the Annual
Deductible

Prosthetic Devices 90% after you mee| 70% after you mes

See &ction 6Additional Coverage Dégails the Annual the Annual

limits. Deductible Deductible

Reconstructive Procedures

Depending upon
where the Covered
Health Service is
provided, Benefits
will be the same as
those stated under
each Covered Healt
Service category ir]
this section.

Depending upon
where the Covere
Health Service is
provided, Benefitg
will be the same a
those stated unde
each Covered
Health Service
categoy in this
section.
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Benefit

(The Amount Payable by the Plan base

Covered Health Servicés on Eligible Expenses)

Network

Non-Network

Rehabilitation Servces- Outpatient
Therapy and Manipulative Treatment

See Section Additional Coverage Détails
visit limits.

100% after you pay
Copayment of $25
per visit

70% after you megq
the Annual
Deductible

Scopic Procedures Outpatient
Diagnostic and Therapeutic

90% after you mee
the Annual
Deductible

70% after you mee
the Annual
Deductible

Skilled Nursing Facility/Inpatient
Rehabilitation Facility Services

No copayment appliesyibu are transferring
to a Skilled Nursing Facility or Inpatient
Rehabilitation Facility directly from an acu
facility.

See Section Bdditional Coverage Dé&ails
limits

90% after you mee
the Annual
Deductible and you
pay a Copaymentd
$100 per
confinement

70% after you mee
the Annual
Deductible

SubstanceRelated and Addictive
Disorders Services

Yy Inpatient.

y" Outpatient.

90% after you pay
Copayment of $10(
per confinemmet

100% after you pay
Copayment of $25
per visit

70% after you mee
the Annual
Deductible

70% after you megq
the Annual
Deductible

Surgery- Outpatient

90% after you mee
the Annual
Deductibleand you
pay a Copayment g
$100 per
confinement

70% after you megq
the Annual
Deductible
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Network

Non-Network

Temporomandibular Joint (TMJ)
Services

See Section Additional Coverage Dé&tails
limits.

Depending upon
where the Covered
Health Service is
provided, Benefits
will be the same as
those stated under
each Covered Healt
Service category in
this section.

Depending upon
where the Covere
Health Service is
provided, Benefits
will be the same a
those stated unde
each Covered
Health Service
categoy in this
section.

Therapeutic Treatments- Outpatient

100% afteyou meet

a$25 Phyg
Office visitCopay | 70% after you mee
or the Annual
100% after you mee Deductible
a $50 Sp
Office visitCopay
y Dialysis 90% after you mee| 70% after you mee
the Annual the Annual
Deductible Deductible
Transplantation Services
If services rendered byasignated Depending upon
Provider where the Covered
Health Service is
provided, Benefits Non-Network
will be the sae as Berefits are not
those stated undet available

each Covered Healt
Service category ir]
this section.

Urgent Care Center Services

100% after you pay
Copayment of $25

per visit

100% after you pa|
a Copayment of $3
pervisit
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Benefit
_ (The Amount Payable by the Plan base
Network Non-Network
Urinary Catheter 90% after you mee| 70% after you mee
the Annual the Annual
Deductible Deductibe
Virtual Visits
Network Benefits are available only wh
services are delivered through a Non-Network
Designated Virtual Network Provider. Y 100% Benefits are not
can find a Designated Virtual Network available.
Provider by going twww.myuhc.comor
by calling the telephone number on yol
ID card.
Vision Examinations 100% after you pay| Non-Network
See Section Additional Coverage Détails | Copaymentof $25|  Benefits are not
limits. per visit available.
Wigs
ﬁrﬁﬁsSectlon Additional Coveflagwilsfor 100% 100%

1You musbbtain prior authorization from the Claims Administrator before recsviaip
Covered Health Services, as described in Se&uditéynal Coverage Details.
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SECTION-ADDITIOAL COVERAGE DETAILS

What this section includes:
y CovereHealth Services for which the Plan pays Benefits.

y* Covered Health Services that require you to obtain prior authorization beforelyou
receive them, and any reduction in Benefits that may apply if you do not call jo obtain
prior adhorization.

This section supplements the second table in Sedatam Bighlights

While the table provides you with Benefit limitations along with Copaguoieatirance

and Annual Deductible information for each Covered Health Service, thisrssaten i
desaptions of the Benefits. These descriptions include any additional limitations that may
apply The Covered Health Servicethia section appear in the same order as they do in the
table for easy reference. Services that are notdcargeedescribed in SectiorESglusions

and Limitations

Ambulance Services

The Plan covers Emergency ambulance services and transportatled pyoa licensed
ambulance service to the nearest Hospital that offers Emergency Health Services. See
Sectio 14,Glossaffgr the definition of Emergency.

Ambulance service by air is covered in an Emergency if ground transportation is impossible,
or wauld put your life or health in serious jeopardy. If special circumstances exist,
UnitedHealthcare may pay Béadbr Emergency air transportation to a Hospital that is

not the closest facility to provide Emergency Health Services.

The Plan also coversm&mergency transportation provided by a licensed professional
ambulance (either ground or air ambulance, iesglHealthcare determines appropriate)
between facilities when the transportis:

y From a noANetwork Hospital to a Network Hospital.

To a Hospitathat provides a higher level of care that was not available at the original
Hospital.

y
Yy To a more costffectiveacute care facility.
Yy From an acute facility to a satute setting.
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Prior Authorization Requirement

In most cases, the Claims Administratdnmitiate and direct neBEmergency
ambulance transportatidfar Norn-Network Benefitsf you are requestingpn
Emergencyirambulance servicémcluding any affiliated nd&tmergency ground
ambulance transport in conjunction with 4Eomergency air amlance transport)ou
must obtain prior authorization as soon as possible before transport.

If you fail to oltain prior authorization from the Claims Administrator, Benefits will|be
subject to a®0 penalty.

Cellular and Gene Therapy

Cellular Therapy and Gene Therapy received on an inpatient or outpatient basis at a
Hospital or on an outpatient lxaat an Alwnate Facility orin a Physician's office.

Benefits for CAR therapy for malignancies are provided as described terugaiantation
Services

Clinical Trials

Benefits are available for routine patient care costs incurred during participation in a
gualiying Clinical Trial for the treatment of:

y' Cancer or other lfthreatening disease or coiodit For purposes of this benefit, a life
threatening disease or condition is one from which the likelihood of death is probable
unless the course of the diseasmnodition is interrupted.

y  Cardiovascular disease (cardiac/stroke) which is not lifenthiggetar which, as
UnitedHealthcare determines, a Clinical Trial meets the qualifying Clinical Trial criteria
stated below.

Yy Surgical musculoskeletal disordetiseo§pine, hip and knees, which are not life
threatening, for which, as UnitedHealthcarerdites, a Clinical Trial meets the
gualifying Clinical Trial criteria stated below.

y  Other diseases or disorders which are not life threatening for which, dsedittiteale
determines, a Clinical Trial meets the qualifying Clinical Trial criteriacttated b

Benefits include the reasonable and necessary items and services used to prevent, diagnose
and treat complications arising from participation in a qualfijimical Trial.

Benefits are available only when the Covered Person is aligdalttyfor participation in
the qualifying Clinical Trial as defined by the researcher.

Routine patient care costs for qualifying Clinical Trials include:

Yy Covered Healthe®vices for which Benefits are typically provided absent a Clinical Trial.

Yy CovereHealth Services required solely for the provision of the Experimental or
Investigational Service(s) or item, the clinically appropriate monitoring of the effects of
the serice or item, or the prevention of complications.
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y  Covered Health Services neededgasonable and necessary care arising from the
provision of an Experimental or Investigational Service(s) or item.

Routine costs for Clinical Trials do not include:

y

y

y

The Expgerimental or Investigational Service(s) or item. The only exceptions to this are:

CertainCategoryd®vices.

Certain promising interventions for patients with terminal illnesses.
Other items and services that meet specified criteria in accordance with
UnitedHealthcare's medical and drug policies.

Items and services provided solehatisfy data collection and analysis needs and that
are not used in the direct clinical management of the patient.

A service that is clearly inconsistent with widely aceemtetablished standards of
care for a particular diagnosis.

Items and servicesqvided by the research sponsors free of charge for any person
enrolled in the trial.

With respect to cancer or other-ttieeatening diseases or conditions, a qualifyimgaC
Trial is a Phase |, Phase Il, Phase lll, or Phase IV Clinical Triat¢imalusted in relation
to the prevention, detection or treatment of cancer or othilrétgening disease or
condition and which meets any of the following criteriee ibuteted list below.

With respect to cardiovascular disease, musculoskelet&@rslisbthe spine, hip and knees
and other diseases or disorders which are rtbtéfgening, a qualifying Clinical Trial is a
Phase I, Phase II, or Phase Il Clinig&lThat is conducted in relation to the detection or
treatment of such nelife-threatening disease or disorder and which meets any of the
following criteria in the bulleted list below.

y

Federally funded trials. The study or investigation is approuadea fwhich may
include funding through-kind contributions) by one or more bétfollowing:

National Institutes of Health (MlittjudedNational Cancer Institute YNCI)

Centers for Disease Control and Prevention (CDC)

Agency for HealthcaredRemadQuality (AHRQ)

Centers for Medicare and Medicaid Services (CMS)

A cooperate group or center of any of the entities described above or the
Department of Defense (@@i2)\Veterans Administration (VA)

A qualified norgovernmental research gnitdentified in the guidelines issued by
theNational Institutes of Healtterter support grants.

TheDepartment of Veterans AfffeBepartment of DetertbeDepartment of Energy
as long as the study or investigation has been reviewedranddfipough a
system of peer review that is determined byeheetary of HeaithHuman Services
to meet both of the following criteria:

Comparable to the system of peer review of studies and investigations used by

the National Institutes of Health
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Ensures unbiased review of the highest scientific standards by qualified
individuds who have no interest in the outcome of the review.

Yy The study or investigation is conducted under an investigational new drug application
reviewed by thg.S. Food andugrAdministration

Yy The study or investigation is a drug trial that is exempt from having such an
investigational new drug application.

y TheClinical Trial must have a written protocol that describes a scientifically sound study
and have been approved byeddivant institutional review boards (IRBs) before
participants are enrolled in the trial. UnitedHealthcare may, at any time, request
doawmentation about the trial.

Yy The subject or purpose of the trial must be the evaluation of an item or service that
mees$ the definition of a Covered Health Service and is not otherwise excluded under
the Plan.

Prior Authorization Requirement

For Non-NetworkBenefitsyoumust obtain prior authorization fraas soon as the
possibility of participation in a Clinical Triadesi If you fail to obtain prior
authorization as required, Benefits will be subje@5@0apenalty.

Congertal Heart Disease (CHD) Surgeries

The Plan pays Benefits for CHD surgeries which are ordered by a Physician. CHD surgical
procedures include sargs to treat conditions such as coarctation of the aorta, aortic
stenosis, tetralogy of fallot, transpasitibthe great vessels and hypoplastic left or right

heart syndrome.

UnitedHealthcare has specific guidelines regarding Benefits for CHD Semriees.
UnitedHealthcare at the number on your ID card for information about these guidelines.

The Plan payBenefits for CHD services ordered by a Physician and received at a facility
participating in the CHD Resource Services program. Benefits imeltatdity charge and
the charge for supplies and equipment. Benefits for Physician services are ddscribed un
Physician Fees for Surgical and Medical Services

Surgery may be performed as open or closed surgical procedures or may be performed
through mterventional cardiac catheterization.

Benefits are available for the following CHD services:

y' Outpatient diagwstic testing.
Evaluation.

Surgical interventions.

<SS

Interventional cardiac catheterizations (insertion of a tubular device in the heart).
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Yy Fetal echcardiograms (examination, measurement and diagnosis of the heart using
ultrasound technology).

Yy Approved fetahterventions.

CHD services other than those listed above are excluded from coverage, unless determined
by the Claims Administrator to be propencedures for the involved diagnoses. Contact

CHD Resource Services €@889367246 before receiving caveihformation about

CHD services. More information is also available at
www.myoptumhealthcomplexmedical.com

If you receive CHD services fronaaility that is not a Designated Provider, the Plan pays
Benefits as described under:

Yy Physician's Office Sar@s- Sickness and Injury.

Physician Fees for Surgical and Medical Services.
Scopic Procedure®©utpatient Diagnostic and Therapeutic.
Therapeuti Treatments Outpatient.

Hospital- Inpatient Stay.

<SS S

Surgery Outpatient.

To receive Benefits under @BEID program, you must contact CHD Resource Servjces
at 128889367246 prior to obtaining Covered Health Services. The Plan will only pay
Benefits undr the CHD program if CHD provides the proper notification to the
Designated Provider performing the sesv{even if you settfer to a provider in that
Network).

Note: Benefits paid toward CHD services received at a CHD Resource Services Program are
not subjetto the Annual Deductible.

Prior Authorization Requirement

For nonNetwork Benefits, if you fail to obtain prior authorizagéissoon as the
possibility of CHD surgery arises. If you do not obtain prior authorizatiequied,
Benefits will bsubject to 500 penalty.

It is important that you notify the Claims Administrator regarding your intention tg have
surgery. Your notification will open the opportunity to become enrolled in prograpns that
are designated to achieve the best oetsdonyou.

Dental ServicesAccident Only
Dental services are covered by the Plan when all of the following are true:

y  Treatment is necessary because of accidental damage.
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Yy Dental services are received from a Doctor of Dental Surgery or a Doctor of Medical
Dentistry.

Yy The dental damage is severe enough that initial contact with a Physician or dentist occurs
within 72 hours of the accident. (You may request an extension of this time period
provided that you do so within 60 days of the Injury and if extenuatinustarces
exist due to the severity of the Injury.)

Please note that dental damage that occurs as a result of normal activities of daily living or
extraordinary use of the teeth is not considered having occurred as an accident. Benefits are
not availableor repairs to teeth that are damaged as a result of such activities.

The Plan also covers dental care (oral examinatiays yextractions and neurgical
elimination of oral infection) required for the direct treatment of a medical condition limited
to:

y  Dental services related to medical transplant procedures.

Yy Initiation of immunosuppressive (medication used to reduce inflammation and suppress
the immune system).

y  Direct treatment of acute traumatic Injury, cancer or cleft palate.

Dental services to rapthe damage caused by accidental Injury must conform to the
following timeframes: Treatment is started within three months of the accident, or if not a
Covered Person at the time of the accident, within the first three months of coverage under
the Planunless extenuating circumstances exist (such as prolonged hospitalization or the
presence of fixation wires from fracture care), Treatment must be completed within 12
months of the accident, or if nota Covered Person at the time of the accidenkewithin t

first 12 months of coverage under the Plan.

The Plan pays for treatment of accidental Injury limited to the following:

Emergency examination.

Necessary diagnostierys.

Endodontic (root canal) treatment.

Temporary splinting of teeth.

Prefabricated pboand core.

Simple minimal restorative procedures (fillings).
Extractions.

Posttraumatic crowns if such are the only clinically acceptable treatment.

S Y N

Replacement of lost teeth due to the Injury by implant, dentures or bridges.

Dental Serges d Anesthesiaand Facility

Coverage is provided for general anesthesia and hospital charges for dentiél services
patient is:
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y A child under age 6,
Yy Severely disabled; or
Yy Has a medical or behavioral condition that requires a hospital setting.

Plegze remember for dh-Network Benefits, you must notify Personal Health Support. If
Personal Health Supportis not notified, Benefits will be subject to a $500 reduction.
Diabetes Services

Diabetes SeifManagement and Training/Diabetic Eye Examinations/Foot Care

Outpatientselfmanagement training for the treatment of diabetes, education and medical
nutrition therapy services. Services must be ordered by a Physician and provided by
appropriately licensed or registered healthcare professionals.

Benefits alsoclude medicalye examinations (dilated retinal examinations) and preventive
foot care for diabetes.

Diabetic SelFManagement ltems

Insulin pumpsnd supplies for the management and treatment of diabetes, based upon your
medical needs include:

Yy Insulin pumps are subject to all the conditions of coverage statedunalde Medical
Equipment

Yy Blood glucose meters, including continggusose monitors.

Benefits for the following diabetic supplies may be covered under the pharmacy Plan.

Yy Insulinsyringes with needles.

y' Blood glucose and urine test strips.
Yy Ketone test strips and tablets.

Yy Lancets and lancet devices.

Benefits for diabetes gguent that meet the definition of Durable Medical Equipment are
subject to the limit stated undirable Medical Equipmehts section.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator before obtaining any DME for the management and treatihdébetes
that costs more than $1,000 (either retail purchase cost or cumulative retail rental cost of
a single item). If you fail to obtain prior authorization from the Claims Adrtonatra
required Benefits will be subject to a $500 penalty.

Durdle Medical Equipment (DME)
The Plan pays for Durable Medical Equipment (DME) that is:

Yy Ordered or provided by a Physician for outpatient use primarily in a home setting.
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< <SS

y

Used for medical puoges.

Not consumable or disposable except as needed for thieeetise of covered Durable
Medical Equipment.

Not of use to a person in the absence of a disease or disability.
Durable enough to withstand repeated use.

Benefits under this section inclizi@rable Medical Equipment provided to you by a
Physician. If moréan one piece of DME can meet your functional needs, Benefits are
available only for the equipment that meets the minimum specifications for your needs.
Benefits are provided for a singié af DME (example: one insulin pump) and for repairs
of that unt.

Examples of DME include but are not limited to:

<SS NS S

Oxygen and the rental of equipment to administer oxygen (including tubing, connectors
and masks).

Equipment to assist mobility, such aiadard wheelchair.

A standard Hospit&ype beds.

Negative presse wound therapy pumps (wound vacuums).
Burn garments.

Insulin pumps and all related necessary supplies as describBchbetisr Serinctgs
section.

External cochlear devices arsteys. Surgery to place a cochlear implant is also
covered by thBlan. Cochlear implantation can either be an inpatient or outpatient
procedure. Benefits for cochlear implantation are provided under the applicable
medical/surgical Benefit categories i;miRlan Sumtmaryfor covered Persons with
craniofacial anomalieb@se abnormal or absent ear canals preclude the use of a
wearable hearing afeeHospital Inpatient S{&ehabilitation Serv@etpatient Therapy
andSurgeryOutpatiem this seton.

Braces that stabilize an injured body part, includingsalcadjustments to shoes to
accommodate braces. Braces that stabilize an injured body part and braces to treat
curvature of the spine are considered Durable Medical Equipment and areda Cover
Health Servicdental braces aexcluded from coverage.

Mechanical equipment necessary for the treatment of chronic or acute respiratory failure
(except that aconditioners, humidifierdehumidifiers, air purifiers and filters, and
personal comfoitems are excluded from coverage).

Orthotic devices when prescribed by a Physician. This includes braces that straighten or
change the shape of a body part, cranial orthotics (helmetssat®edrch supports,
shoes (standard or customer), liftsvaediges and shoe orthotics

Benefits also includkedicatedpeeclyeneratinglevices and trachesophageal voice
devices required for treatment of severe speech impediment or lack of speech directly
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attributed to Sickness or Injury. Benefits for the paecbthesedevicesare avable only
after completing a required threenth rental period.

Benefits under this section do not include any device, appliance, pump, machine, stimulator,
or monitor that is fully implanted into the body.

Note: DME is different from prosthetic deviceseeProsthetic Dewtésis section.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization frenClaims
Administrator before obtaining any DME or orthotic that costs more ti0@0 $dither
retail purchase cost or cumulative retail rental cost of a single item). If you fail tojobtain
prior authorization from the Claims Administrator, as requieeefi8 will be subject fo
a$500 penalty.

Emergency Health ServiceSutpatient

The Plan's Emergency services Benefit pays for outpatient treatment at a Hospital or
Alternate Facility when required to stabilize a patient or initiate treatment.

Benefits nder this section include the facility charge, supplies and all professiosal service
required to stabilize your condition and/or initiate treatment. This includes placement in an
observation bed for the purpose of monitoring your condition (rather thgrathmitted

to a Hospital for an Inpatient Stay).

Network Benefits will be paid fan Emergency admission to a4Natwork Hospital as

long as the Claims Administragonotified within one business day of the admission or on
the same day of admissibreasonably possible after you are admitted to-Alemrork

Hospital. The Claimsdininistrator may elect to transfer you to a Network Hospital as soon
as it is medically appropriate to do so. If you continue your stay iNatwomnk Hospital

after thedate your Physician determines that it is medically appropriate to transfer you to a
Network Hospital, Network Benegfits will not be provided.-Network Benefits may be
available if the continued stay is determined to be a Covered Health Service. Eligible
Expenses will be determined as described Ehgible Expenses$ection 3;1owthe Plan

Works

Benefits under this section are not available for services to treat a condition that does not
meet the definition of an Emergency.

Note: If you areconfined in a noiNetwork Hospital after you receive outpatient
Emergency Health Servicesy ynust notify the Claims Administrator within one
business day or on the same day of admission if reasonably possible. The Clains
Administrator may elect to traeisfou to a Network Hospital as soon as it is medichlly
appropriate to do so. If you chodsestay in the noiNetwork Hospital after the date
the Claims Administrator decides a transfer is medically appropriate, Network B¢nefits
will not be provided. Nohetwork Benefits may be available if the continued stay |s
determined to be a Covered He&8#vice.
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Hearing Aids

The Plan pays Benefits for hearing aids required for the correction of a hearing impairment
(a reduction in the ability to perceive soundhwhiay range from slightto complete

deafness). Hearing aids are electronic amplifyingsdéegigned to bring sound more
effectively into the ear. A hearing aid consists of a microphone, amplifier and receiver.

Benefits are available for a hearinghaidid purchased as a result of a written
recommendation by a Physician. Benefits are pddeidthe hearing aid and for charges
for associated fitting and testing.

If more than one type of hearing aid can meet your functional needs, Benefits Ere availab
only for the hearing aid that meets the minimum specifications for your needs. If you
purchase a hearing aid that exceeds these minimum specifications, the Plan will pay only the
amount that the Plan would have paid for the hearing aid that meetsrthami

specifications, and you will be responsible for paying any difference in cost.

Benefis do not include bone anchored hearing aids. Bone anchored hearing aids are a
Covered Health Service for which Benefits are available under the applicable
medical/sirgical Covered Health Services categories in this section only for Covered
Persons who hawither of the following:

y* Craniofacial anomalies whose abnormal or absent ear canals preclude the use of a
wearable hearing aid.

Yy Hearing loss of sufficient sevetitgt it would not be adequately remedied by a wearable
hearing aid.

Home Health Care

Coverd Health Services are services that a Home Health Agency provides if you need care
in your home due to the nature of your condition. Services must be:

y Ordered by a Physician.

Yy Provided by or supervised by a registered nurse in your home, or provideddy eith
home health aide or licensed practical nurse and supervised by a registered nurse.

Yy Notconsidered Custodial Care, as defined in SectiGfods

Yy Provided on a patime, Intermittent Care schedule when Skilled Care is required. Refer
to Section 4, Glossarfpr the definition of Skilled Care.

The Claims Administratavill determine if Skilled Care is needed by reviewing both the
skilled naturef the service and the need for Physiisetted medical management. A
service will not be determinedate "skilled" simply because there is not an available
caregiver.
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Prior Authorization Requirement

For Non-Network Benefits you must obtain prior auttadgion from the Claims
Administrator five business days before receiving senabasing nutritioal foodsor
as soon as is reasonably possible. If you fail to obtain prior authorization from th Claims
Administrator as required, Benefits wilkblgiect to $500 penalty.

Hospice Care

Hospice care is an integrated program recommended by a Rhggibigimovides comfort

and support services for the terminally ill. Hospice care can be provided on an inpatient or
outpatient basis and includes piayspsychological, social, spiritual and respite care for the
terminally ill person, and shtetm gref counseling for immediate family members while

the Covered Person is receiving hospice care. Benefits are available only when hospice care
is receive from a licensed hospice agency, which can include a Hospital.

Benefits for Hospice are limited to H8§s per Covered Person during the entire time you
are covered under this Plan.

Prior Authorization Requirement

For Non-Network Benefits you must obtgainor authorization from the Claims
Administrator five business days before admission for an Inptatfeint &hospice
facility or as soon as is reasonably possible. If you fail to obtain prior authorizatign from
the Claims Administrator as requiredhelits will be subject tod00 penalty.

In addition, for NoaNetwork Benefits, you must contact thair@$ Administrator
within 24 hourf admission for an Inpatient Stay in a hospice facility.

Hospital Inpatient Stay
Hospital Benefits are available for:

Yy Non-Physician services and supplies received during an Inpatient Stay.
Yy Room and board in a Sepnivate Roomg room with two or more beds).

y' Physician services for radiologists, anesthesiologists, pathologists and Emergency room
Physicians.

The Plan will pay the difference in cost between gp8eaté Room and a private room
only if a private room ienessarycaording to generally accepted medical practice.

Benefits for an Inpatient Stay in a Hospital are available only when the Inpatient Stay is
necessary to prevent, diagnose or treat a Sickness or Injury. Benefits for other Hospital
based Physiciaervicesra described in this section unileysician Fees for Surgical and
Medical Services

Benefits for Emergency admissions and admissions of less than 24 hours are described
underEmergency Health Send&s geryOutpatienbcopic Proced@atpatient Diagnostic
and TherapeutiedT herapeutic Treatméntipatientespectively.
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Prior Authorization Requirement

For Non-Network Benefits, for:

Yy A scheduled admission, you must obtain prior authorization from the Claims
Administrator five busess days before admission.

Yy A nonscheduled admission (including Emergency admissions)sypuavide
notification as soon as is reasonably possible.

If you do not obtain prior authorization from the Claims Administrator as required
Benefits will beubject to &500 penalty.

In addition, for NoaNetwork Benefits, you must contact the ClaidmiAistrator 24
hours before admission for scheduled admissions or as soon as is reasonably ppssible for
non-scheduled admissions (including Emergency admjissions

Lab, XRay and Diagnostie©utpatient
Services for Sickness and Injetsited diagnostic purposes, received on an outpatient basis
at a Hospital or Alternate Facility orin a Physician's office include:

Yy Lab and radiology/>ay.
Yy Mammogaphy.
Benefitsunder this section include:

Yy The facility charge and the charge for supplies and equipment.

Yy Physician services for radiologists, anesthesiologists and pat(®déogits for other
Physician services are described under Physician Regital and Méal Services).

Yy Presumptive Drug Tests and Definitive Drug Tests

Any combination of Network Benefits and Natwork Benefits is limited to 18
Presumptive Drug Tests per calendar year.

Any combination of Network Benefits and Ndatwork Benefits is liméd to 18 Definitive
Drug Tests per calendar year.

Benefits for other Physician services are described in this sectiéGthysidien Fees for
Surgical and Medical Sériesray and diagnostic services for preventive care are
descriled undePrevame Car@ervicesthis section. CT scans, PET scans, MRI, MRA,
nuclear medicine and major diagnostic services are describedyndieay and Major
Diagnostie€T, PET Scans, MRI, MRA and Nuclear M&litetiem this section.

Prior Authorization Requirement

For Non-Network Benefits foGenetic Testingndsleep studiegpu must obtain prior
authorization from the Claims Administrator five business days before scheduled services
are received. If you fail tbtain prior authorization asjteéred, Benefits will be subjedt
to a$500 penalty.
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Lab, XRay and Major Diagnostic€T, PET Scans, MRI, MRA and Nuclear Medicine
Outpatient

Services for CT scans, PET scans, MRI, MRA, nuclear medicine, and majac diagnost
services received on an atignt basis at a Hospital or Alternate Facility orin a Physician's
office.

Benefits under this section include:

Yy The facility charge and the charge for supplies and equipment.

Yy Physician services for radiologists, anestigistsland pathologists.

Benefts for other Physician services are described in this sectioRhysiteéan Fees for
Surgical and Medical Services

Mental Health Services

Mental HealtlServices include those received on an inpatient or outpatient basis in a
Hospital and an Alternatedi#ly orin a provider's office. All services must be provided by
or under the direction of a properly qualified behavioral health provider.

Benefits inclde the following levels of care:

Inpatient treatment.
Residential Treatment.
Partial HospitalizatidDay Treatment.

S S S

Intensive Outpatient Treatment.
y  Outpatient treatment.

Inpatient treatment and Residential Treatment includes room and board-prav&emi
Room (a room with two or more beds).

Services include the following:

Diagnostic evaluations, asseent and treatment planning.
Treatment and/or procedures.

Medication management and other associated treatments.
Individual, family, and group therapy.

Providerbased case management services.

S SSSSS S

Crisis intervention.
The Mental Health/SubstanBelated andddictive Disorders Administrator provides
administrative services for all levels of care.

You are encouraged to contact the Mental Health/Sub&alatedand Addictive
Disorders Administrator for referrals to providers and coordination of care.
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Prior Authorization Requirement

For Non-Network Benefits for:

y A scheduled admission for Mental Health Services (including an admission fr
services atResidential Treatment facility) you must obtain prior authorization [from
the Claims Administrator five busmdsays before admission.

Yy A nonscheduled admission (including Emergency admissions) you must proyide
notification as soon as is reasonably pessibl

In addition, for NoANetwork Benefits you must obtain prior authorization from the
Claims Administrator bere the following services are received. Services requiring| prior
authorization: Intensive Outpatient Treatment programs; outpatientcaestrisive
treatment; psychological testingnscranial magnetic stimulatiexiended outpatient
treatment vigs, with or without medication management.

If you fail to obtain prior authorization from or provide notification to the Claims
Administrator asequired Benefits will beubject to aS00 penalty.

Neurobiological Disorderdutism Spectrum Disorderr@ees

The Plan pays Benefits for behavioral services for Autism Spectrum Disorder including
Intensive Behavioral Therapies such as Applied &ehaalysis (ABA) that are the
following:

Yy Focused on the treatment of core deficits of Autism Spectrum Disorde

Yy Provided by 8oard Certified Applied Behavior Analysb(B@#)qualified provider
under the appropriate supervision.

Yy Focused on treating maladaptive/stereotypic behaviors that are posing danger to self,
others and property and impairment irydaihctioning.

These Benefits describe only the behavioral aceanpof treatment for Autism Spectrum
Disorder. Medical treatment of Autism Spectrum Disorder is a Covered Health Service for
which Benefits are available under the applicable medical Cleadtte@ervices categories

as described in this section.

Inpatient treatment and Residential Treatment includes room and board kpavaani
Room (a room with two or more beds).

Benefits include the following levels of care:

y Inpatient treatment.

Yy Residetial Treatment.

Yy Partial Hospitalization/Day Treatment.
Yy Intensie Outpatient Treatment.
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y' Outpatient Treatment.

Services include the following:

Diagnostic evaluations, assessment and treatment planning.
Treatment and/or procedures.

Medication management aitder associated treatments.
Individual, family, and group thgya

Crisis intervention.

SIS

Providerbased case management services.
The Mental Health/SubstanBelated and Addictive Disorders Administrator provides
administrative services for all levelsad.c

You are encouraged to contact the Mental Health/Sub&elated and Addictive
Disorders Administrator for referrals to providers and coordination of care.

Prior Authorization Requirement

For Non-Network Benefits for:

y A scheduled admission for Nebiadogical Disorde@Autism Spectrum Disorder
Services (including an admission for services at a Residential Treatment facifity), you
must obtain authorization from the Claims Administrator five business days Hefore
admission.

Yy A nonscheduled admissiaonduding Emergency admissions) you must provid¢
notification as soon as is reasonably possible.

In addition, for NonANetwork Benefits you must obtain prior authorization from thq

Claims Administrator before the following services are received. Seuiraeg peior

authorization: Intensive Outpatidireatment programs; psychological testing; extepded

outpatient treatment visits, with or without medication management, Intensive B¢havioral

Therapy, includingpplied Behavior Analysis (ABA)

If you failto obtain prior authorization from or providdifhcation to the Claims
Administrator as required, Benefits will be subject to a $500 penalty.

Nutritional Counseling

The Plan will pay for Covered Health Services for medical education services paovided in

Physician's office by an appropriately liceoskealthcare professional when:

Yy Education is required for a disease in which patiemasdfgement is an important
component of treatment.

Yy There exists a knowledge deficit regarding the disease wiieb tkq intervention of
a trained healtprofessional.

Some examples of such medical conditions include, but are not limited to:

y Coronary artery disease.

44 SECTION - ADDITIONACOVERAGBETAILS



MssVICCHOIE PLUSHEALTHPLAN

Congestive heart failure.

Severe obstructive airway disease.
Gout (a form of arthritis).

Renal failte.

Phenylketonuria (a genetic disordgraiaed at infancy).

SRS

Hyperlipidemia (excess of fatty substances in the blood).

When nutritional counseling services are billed as a preventive care service, these services
will be paid as described unélexventiZare Servirethis section.

Nutrition

Amino AcidBased Elemental Formulas. Coverage for the diagnosis and treatment of:
Yy Eosinophilic disorders;

Yy Short bowel syndrome when the prescribing Physician has issued a written order stating
that the amino atibased eleméd formula is medically necessary.

Yy Enteral formula, nutritional supplements and low protein modified food products.
For purposes of this benefit, the following definitions apply:

"Eosinophilic disorders" mean digestive disorders whenepiilsi (a tyg of white blood cell)

are found in above normal amounts in one or more areas of the digestive tract. They can be on
the esophagus, stomach, and both large and small intestines and if left untreated may cause poor
growth or malnutrition.

Yy "Acid-based elemgal formulas” mean a special liquid type nutritional product made up
of amino acids which are the building block of proteins and typically more tolerable.

y Low protein modified food products" means foods that are specifically formulated to
have less thamne gram of protein per serving and are intended to be used under the
direction of a Physician for the dietary treatment of any inherited metabolic disease. Low
protein modified food products do notinclude foods that are naturally lowein.pro

Benefis should be recommended by a physician for the treatment of cystic fibrosis, pancreatic
insufficiency, phenylketonuria or any inherited disease of amino and organic acids.

Obesity Surgery

The Plan covers surgical treatment of obesity prdwdadundertte direction of a

Physician provided either of the following is true:

Y You have a minimum Body Mass Index (BMI) of 40.

Yy You have a minimum BMI of 35 with complicatingnarbidities (such as sleep apnea
or diabetes) directly related toexaerbated by obesity.
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Benefits are available for obesity surgery services that meet the definition of a Covered
Health Service, as defined in Sectiobsésand are not Experimental or
Investigational or Unproven Services.

Prior Authorization Requrement
For Non Network Benefits you must obtain prior authorizassoon as the possibilfty
of obesity surgery arises

If youdo notf obtain prior authorizatioas required, Benefitsll be subject to $500
penalty.

In addition, for NoaNetwork Benefs, you must contact the Claims Administrator 44
hours before admission fam Inpatient Stay

It is important that youaotify the Claims Administratoegarding your intention to haye
surgery. Your notification will open the opportunity to become drniropeograms tha
are designed to achieve the best outcomes for you.

Ostomy Supgpes
Benefits for ostomy supplies are limited to:

Yy Pouches, face plates and belts.
y Irrigation sleeves, bags and ostomy irrigation catheters.

y Skin barriers.

Benefits are not alable for deodorants, filters, lubricants, tape, appliance cleaners,
adhesive,dnesive remover, or other items not listed above.

Pediatric Preventive Dental
Benefits are provided for children 18 and under as follows:

2 oral exams per calendar year;
2 clanings per calendar year;
2 fluoridetreatmerg per calendar year;

2 sealant treatmenper calendar year; and

<SS S

1 set of xrays per calendar year

Pharmaceutical Product©utpatient

The Plan pays for Pharmaceutical Products that are administered oatiantoogsis in a
Hospital, Alternate Facility, Physician's officem a Covered Person's home. Examples of
what would be included under this category are antibiotic injections in the Physician's office
or inhaled medication in an Urgent Care Centérefitment of an asthma attack.
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Benefits under this section are pedionly for Pharmaceutical Products which, due to

their characteristics (as determined by UnitedHealthcare), must typically be administered or
directly supervised by a qualified prowdécensed/certified health professional.

Depending on where the &maceutical Product is administered, Benefits will be provided

for administration of the Pharmaceutical Product under the corresponding Benefit category
in thisPlan Summary.Benefits fo medication normally available by prescription or order or
refill are provided as described under your Outpatient Prescription Drug Plan.

If you require certain Pharmaceutical Prodacisiding specialty Pharmaceutical Products,
UnitedHealtkaremay diect you to a designated dispensing entity with whom
UnitedHealthcarbas an arrangementto provide those Pharmaceutical Products. Such
Dispensing Entities may include an outpatient pharmacy, specialty pharmacy, Home Health
Agency provider, Hogplaffiliated pharmacy or hemophilia treatment center contracted
pharmacy.

If you/your provider are directed to a designated dispensing entity and you/your provider
choose not to obtain your Pharmaceutical Product from a designated dispensing entity,
Network Benefis are not available for that Pharmaceutical Product.

Certain Pharmaceutical Products are subject to step therapy requirements. This means that
in order to receive Benefits for such Pharmaceutical Products, you must use a different
Pharmaceutitd@roduct ad/or prescription drug product first. You may find out whether a
particular Pharmaceutical Product is subject to step therapy requirements by contacting
UnitedHealthcare at www.myuhc.com or by calling the telephone number on your ID card.

UnitedHealthcarenay have certain programs in which you may receive an enhanced or
reduced Benefit based on your actions such as adherence/compliance to medication or
treatment regimens and/or participation in health management programs. You may access
informaton on thee programs through the Internetvatw.myuhc.comor by calling the

number on your ID card.

Physician Fees for Surgical and Medical Services

The Plan pays Physician fees for surgical procedures and other medical care received from a
Physician i HospitalSkilled Nursing Facility, Inpatient Rehabilitation Facility, Alternate
Facility or for Physician house calls.

Physician's Office ServiceSickness and Injury

Benefits are paid by the Plan for Covered Health Services provided in a Pbifgeidors

the diagnosis and treatment of a Sickness or Injury. Benefits are provided under this section
regardless of whether the Physician's office is freestanding, located in a clinic or located in a
Hospital. Benefits under this section include allgsgyionsand hearing exams in case of

Injury or Sickness.

Covered Health Services include medical education services that are provided in a
Physician's office by appropriately licensed or registered healthcare professionals when both
of the following & true:

47 SECTION - ADDITIONACOVERAGBETAILS



MssVICCHOIE PLUSHEALTHPLAN

y Education is required for a disease in which patiemhaeligementis an important
component of treatment.

Yy There exists a knowledge deficit regarding the disease which requires the intervention of
a trained health professional.

Covered Health Saces inclde genetic counseling. Benefits are available for Genetic
Testing which is determined to be Medically Necessary following genetic counseling when
ordered by the Physician and authorized in advance by UnitedHealthcare.

Benefits for preventive s&es areekcribed undd?reventive Care Senitisssection.

Benefits under this section do not include CT scans, PET scans, MRI, MRA, nuclear
medicine and major diagnostic services.

When atest is performed or a sample is drawn in the Phydfittnand hen sent outside
the Physician's office for analysis or testing, Benefits for lab, radialagg/étd other
diagnostic services that are performed outside the Physician's office are désdryjbed in
Ray and Diagnoststpatient

Please Note
Your Physician does not have a copy of am Sumary,and is not responsible for
knowing or communicating your Benefits.

Pregnancy Maternity Services

Benefits for Pregnancy will be paid at the same level assBenafiy other condition,
Sickness or lafy. This includes all matersriiyated medical services for prenatal care,
postnatal care, delivery, and any related complications.

The Plan will pay Benefits for an Inpatient Stay of at least:

y 48 hours for the other and newborn child following a valgitedivery.
Yy 96 hours for the mother and newborn child following a cesarean section delivery.

These are federally mandated requirements undi&vibverns' and Mothers' Health Protection
Act of 199&hich apply tohtis Plan. The Hospital or other providenot required to get
authorization for the time periods stated above. Authorizations are required for longer
lengths of stay. If the mother agrees, the attending Physician may discharge the mother
and/or the newbm child earlier than these minimum tizuefes.

Both before and during a Pregnancy, Benefits include the services of a genetic counselor
when provided or referred by a Physician. These Benefits are available to all Covered
Persons in the immediate fantilgvered Health Services include relagtsl &md

treatment.
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Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator as soon as reasonably possible if the Inpatient Stay for the mathef and/
the newborn will be more than 48 hdarghe mother and newborn child following
normal vaginal delivery, or more than 96 hours for the mother and newborn chilg
following a cesarean section delivery. If you fail to obtain prior authorizationmex rgqui
Benefits will be subject t&6800 pealty.

It is important that you notify the Claims Administrator regarding your Pregnancy. Your
notification will open the opportunity to become enrolled in prenatal programs thpt are
designed to achieve the bagtomes for you and your baby.

Healthy moms and babies
The Plan provides a special prenatal program to help during Pregnancy. Participgation is
voluntary and free of charge. See SectiGlnical Programs and Redoubesils.

Preventive Caigervices

The Plan pays Benefits for Prevertae services provided on an outpatient basis at a
Physician's office, an Alternate Facility or a Hospital. Preventive care services encompass
medical services that have been demonstrated by clinical ¢éwidersade and effective in
either the early thetion of disease or in the prevention of disease, have been proven to
have a beneficial effect on health outcomes and include the following as required under
applicable law:

Yy Evidencebased items or servithat have in effect a rating of "A" or "B" Iretcurrent
recommendations of thinited States Preventive Services. Task Force

Yy Immunizations that have in effect a recommendation from the Advisory Committee on
Immunization Practices of the Centers for Bs&2ontrol and Prevention.

Yy With respect to infds, children and adolescents, evidiericemed preventive care and
screenings provided for in the comprehensive guidelines supportaddajtthe
Resources and Services Administration

Yy With respect to women, such additional preweadike and screensrgs provided for
in comprehensive guidelines supported yidadth Resources and Services Administration

Preventive care Benefits defined undertadth Resources and Services Administration (HRSA)
requirement include the costefiting one breastump per Pregnancy in conjunction with
childbirth. Breast pumps must be ordered by or provided by a Physician. You can obtain
additional information on how to access Benefits for breast pumps by going to
www.myuhc.comor by calling theaumber on your ID card. Benefits for breast pumps also
include the cost of purchasing one breast pump per Pregnancy in conjunction with

childbirth. These Benefits are described under Seditam HighlightsnderCovered Health
Sevices

If more thanone breast pump can meet your needs, Benefits are available only for the most
cost effective pump. UnitedHealthcare will determine the following:
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Yy Which pump is the most cost effective.

Yy Whether the pump should be purchased or rented.

y  Duration of a rental.

y' Timing of an acquisition.

Benefits are only available if breast pumps are obtained from a DME provider or Physician.
For questions about your preventive care Benefits under this Plan call themuymdrer

ID card

Prosthetic Dewges

Benefits are paid by the Plan for external prosthetic devices that replace a limb or body part
limited to:

Yy Atrtificial arms, legs, feet and hands.

y Atrtificial face, eyes, ears and noses.

Yy Breast prosthesis as required byWbmen's Health and Carfuer &Aigf 1998Benefits
include mastectomy bras and lymphedema stockings for the arm.

Benefits under this section are provided only for external prosthetic devices and do not
include any device that is fully implanted into the body.

If more than one pradiseticdevice can meet your functional needs, Benefits are available

only for the prosthetic device that meets the minimum specifications for your needs. The
device must be ordered or provided either by a Physician, or under a Physician's direction. If
youpurch@e a prosthetic device that exceeds these minimum specifications, the Plan will
pay only the amount that it would have paid for the prosthetic that meets the minimum
specifications, and you may be responsible for paying any difference in cost.

Beneits areavailable for repairs and replacement, except that:

Yy There are no Benefits for repairs due to misuse, malicious damage or gross neglect.

Yy There are no Benefits for replacement due to misuse, malicious damage, gross neglect or
for lost or stolen proketic avices.

Once this limit is reached, Benefits continue to be available for items required by the
Women's Health and Cancer Rights Act of 1998

Benefits are limited to a single purchase of each type of prosthetic device every three
calendar years.

Note Proshetic devices are different from DM&eeDurable Medical Equipment (IDME)
this section.
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Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator before obtaining prosthetic deviceseitaeds $1,000 in cost per devjce.
If prior authorization is not obtained as required, Benefits will be subj60® a

penalty.

Reconstructive Procedures

Reconstructive Procedures are services performed when the primary purpose of the
procedure is eidn to treat a medical condition or to improve or restore physiologic function
for an organ or body part. Reconstructive Ewes include surgery or other procedures
which are associated with an Injury, Sickness or Congenital Anomaly. The priméry result o
the procedure is not a changed or improved physical appearance.

Improving or restoring physiologic function means thatrtieen or body part is made to
work better. An example of a Reconstructive Procedure is surgery on the inside of the nose
so that @erson’'s breathing can be improved or restored.

Benefits for Reconstructive Procedures include breast reconstructiongfallowin

mastectomy and reconstruction of the-atiacted breastto achieve symmetry.

Replacement of an existing breast implant isecblvg the Plan if the initial breast implant
followed a mastectomy. Other services required Waimen's Health and CRiggtes Act of

1998 including breast prostheses and treatment of complications, are provided in the same
manner and at the sameeleas those for any other Covered Health Service. You can

contact UnitedHealthcare at the number on your ID card for niamaation about

Benefits for mastectonrnglated services.

There may be times when the primary purpose of a procedure is to atgkpaatiwork

better. However, in other situations, the purpose of the same procedure is to improve the
appearance of a boplgrt. Cosmetic procedures are excluded from coverage. Procedures
that correct an anatomical Congenital Anomaly without improviegtanng physiologic
function are considered Cosmetic Procedures. A good example is upper eyelid surgery. At
times, this pycedure will be done to improve vision, which is considered a Reconstructive
Procedures. In other cases, improvementin appearme@rimary intended purpose,

which is considered a Cosmetic Procedure. This Plan does not provide Benefits for
Cosmetic Bcedures, as defined in SectiorGldssary

The fact that a Covered Person may suffer psychological consequences or socially avoidant
behavior as a result of an Injury, Sickness or Congenital Anomaly does not classify surgery
(or other procedures dotwerelieve such consequences or behaviarfRasonstructive
Procedures.
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Prior Authorization Requirement

For Non-Network Benefits for you must obtain prior authorization from the Claim
Administrator five business days before a scheduled reconstractdeiner is
performed or, for noischeduled picedures, within one business day or as soon ag is
reasonably possible. If authorization is not obtained from the Claims Administratpr as
required, or notification is not provided, Benefits will be subje$b6D genalty.

U7

In addition, for NonNetwork Benefits, you must contact the Claims Administrator 4
hours before admission for scheduled admissions or as soon as is reasonably ppssible for
non-scheduled admissions (including Emergency admissions).

Rehabilation ServicesOutpatient Therapy and Mangiive Treatment
The Plan provides shdadrm outpatient rehabilitation services (includibigjthtive
services) limited to:

Physical therapy.

Occupational therapy.

Manipulative Treatment.

Speech therapy.

Pod-cochlear implant aural therapy.

Cognitive ehabilitation therapy following a ptratimatic brain Injury or cerebral
vascular accident.

SN S

Pulmonary rehabilitation.
y' Cardiac rehabilitation.

For all rehabilitation services, a licensed therapy providethendiezction of a Physician

(when requiredybstate law), must perform the services. Benefits under this section include
rehabilitation services provided in a Physician's office or on an outpatient basis at a Hospital
or Alternate Facility. Rehabilitatseervices provided in a Covered Person's hgme

Home Health Agency are provided as describeddoder Health CdRehabilitative

services provided in a Covered Person’'s home other than by a Home Health Agency are
provided as described under this@ect

Benefits can be denied or shortene€tmrered Persons who are not progressing in goal
directed rehabilitation services or if rehabilitation goals have previously been met. Benefits
under this section are not available for maintenance/preventivertea

For outpatient rehabilitation servit@sspeech therapy, the Plan will pay Benefits for the
treatment of disorders of speech, language, voice, communication and auditory processing
only when the disorder results from Injury, stroke, c&baegenital Anomalirhe Plan

will pay Benefits farognitive rehabilitation therapy only when Medically Necessary

following a postraumatic brain Injury @troke
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Habilitative Services

For thepurpose of this Benefit, "habilitative services" means Medically Necessary skilled
health care services thapheperson keep, learn or improve skills and functioning for daily
living. Habilitative services are skilled when all of the following are true:

Yy The services are part of a prescribed plan of treatment or maintenance program that is
Medically Necessary t@aimtain a Covered Person's current condition or to prevent or
slow further decline.

It is ordered by a Physician and provided and administeadiddnsed provider.

It is not delivered for the purpose of assisting with activities of daily livingygncludi
dressing, feeding, bathing or transferring from a bed to a chair.

It requires clinical training in order to be delivered safely and éffective

<SS

It is not Custodial Care.

The Claims Administrator will determine if Benefits are available by reviewihg bot
skilled nature of the service and the need for Phydii@ated medical management.
Therapies provided for the purpose of generabemly or conditioning in the absence of a
disabling condition are not considered habilitative services. Avanvatebe determined

to be "skilled" simply because there is not an available caregiver.

Benefits are provided for habilitative servicesdeoVor Covered Persons with a disabling
condition when both of the following conditions are met:

Yy The treatmenis administered by a licensed sp&eujuage pathologist, licensed
audiologist, licensed occupational therapist, licensed physical thdPagstian.

Yy The initial or continued treatment must be proven and not Experimental or
Investigational.

Benefitsfor habilitative services do not apply to those services that are solely educational in
nature or otherwise paid under state or federal lgmrigly educational services. Custodial
Care, respite care, day care, therapeutic recreation, vocatiomgghtrdiResidential

Treatment are not habilitative services. A service that does not help the Covered Person to
meet functional goals in a treatinglan within a prescribed time frame is not a habilitative
service.

The Plan may require that a treatmentlpggorovided, request medical records, clinical

notes, or other necessary data to allow the Plan to substantiate that initial or continued
medial treatment is needed. When the treating provider anticipates that continued treatment
is or will be required permit the Covered Person to achieve demonstrable progress, the
Plan may request a treatment plan consisting of diagnosis, proposed linegtpeent

frequency, anticipated duration of treatment, the anticipated goals of treatment, and how
frequently tk treatment plan will be updated.

Benefits for Durable Medical Equipment and prosthetic devices, when used as a component
of habilitative senas, are described un®erable Medical Equiparetrosthetic Devices

53 SECTION - ADDITIONACOVERAGBETAILS



MssVICCHOIE PLUSHEALTHPLAN

Benefits are limited to:

60visits peralendar year for physical therapy.
60visits per calendar year for occupational therapy.

60visits per calendar year for speech therapy.

y
y
y
Yy 60visits per calendar year for pulmonary rehabilitation therapy.
Yy 60visits per calendar year for cardiac rehadlittiterapy.

Yy 15visits per calendar year for Manipulative Treatment.

Yy No visit limitspostcochlear implant aural therapy.

These visit limits appto Network Benefits and Ndxetwork Benefits combined.

Scopic ProceduresOutpatient Diagnostic and Therdjzeu
The Plan pays for diagnostic and therapeutic scopic procedures and related services received
on an outpatient basis at a Hospita\larnate Facility or in a Physician's office.

Diagnostic scopic procedures are those for visualization, biopsyprrdrpolal.
Examples of diagnostic scopic procedures include colonoscopy, sigmoidoscopy, and
diagnostic endoscopy.

Benefits under thisa®n include:

Yy The facility charge and the charge for supplies and equipment.

Yy Physician services for radiologists thes®logists and pathologists.

Benefits for other Physician services are described in this sectidthysidien Fees for
Surgical antédical Services

Please note that Benefits under this section do notinclude surgical scopic procedures, which
are fa the purpose of performing surgery. Benefits for surgical scopic procedures are
described und&urgerputpatienExamples of surgitscopic procedures include

arthroscopy, laparoscopy, bronchoscopy, hysteroscopy.

When these services are performegr@ventive screening purposes, Benefits are described
in this section und@&reventive Care Services

Skilled Nursing Facility/InpatidRehabilitation Facility Services

Facility services for an Inpatient Stay in a Skilled Nursing Facility or Inphtiilité&ion
Facility are covered by the Plan. Benefits include:

Yy Supplies and neRhysician services received during the Inpatient Stay.
Yy Room and board in a Seprnivate Room (a room with two or more beds).

Yy~ Physician services for radiologists, anestigsteland pathologists.
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Benefits are available when skilled nursing and/or Inpatient Rehabilitation Facility services
are needed on ailabasis. Benefits are also available in a Skilled Nursing Facility or
Inpatient Rehabilitation Facility for treatmeid Sickness or Injury that would have

otherwise required an Inpatient Stay in a Hospital.

Benefits for other Physician services ageritbed in this section undiysician Fees for
Surgical and Medical Services

UnitedHealthcare will determine if Héaere available by reviewing both the skilled nature
of the service and the need for Physitieatted medical management. A sewilcaot be
determined to be "skilled" simply because there is not an available caregiver.

Benefits are available ohlyoth of the following are true:

Yy The initial confinement in a Skilled Nursing Facility or Inpatient Rehabilitation Facility
was or wilbe a Cost Effective alternative to an Inpatient Stay in a Hospital.

Yy You will receive skilled care services that apgimarily Custodial Care.

Skilled care is skilled nursing, skilled teaching, and skilled rehabilitation services when all of

the followng are true:

y It must be delivered or supervised by licensed technical or professional medical
personnelin order to ¢dn the specified medical outcome, and provide for the safety of
the patient.

y Itis ordered by a Physician.

y  ltis not delivered for theurpose of assisting with activities of daily living, including
dressing, feeding, bathing or transferring from aksedhair.

y It requires clinical training in order to be delivered safely and effectively.

You are expected to improve to a predictalsé d¢ recovery. Benefits can be denied or
shortened for Covered Persons who are not progressingdirgaiatl rehaliation
services or if discharge rehabilitation goals have previously been met.

Note.: The Plan does not pay Benefits for CustodialdC&emiciliary Care, even if
ordered by a Physician, as defined in Secti@lakdary

Any combination of Network Befits and NorNetwork Benefits is limited @iddays per
calendar year.
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Prior Authorization Requirement

For Non-Network Benefits for a scheduled admission, you must obtain prior
authorization from the Claims Administrator five business days beforeoadorissi
soon as is reasonably possible forsareduled admissions. If authorization is not
obtained & required, or notification is not provided, Benefits will be subjek500 a

penalty.

In addition, for NoaNetwork Benefits, you must contact@laims Administrator 24
hours before admission for scheduled admissions or as soon as is reasobletflyrppssi
non-scheduled admissions (including Emergency admissions).

Substancdrelated and Addictive Disorders Services

Substanc®elated and Addictiveiddrders Services include those received on an inpatient
or outpatient basis in a Hospital, an AlterRatdlity, or in a provider's office. All services
must be provided by or under the direction of a properly qualified behavioral health
provider.

Benefts include the following levels of care:

Inpatient treatment.
Residential Treatment.

Partial Hospitalizan/Day Treatment.

<SS S

Intensive Outpatient Treatment.
y  Outpatient treatment.

Inpatient treatment and Residential Treatment includes room and board-prav&em
Room (a room with two or more beds).

Services include the following:

Diagnostic evaluations sassment and treatment planning.
Treatment and/or procedures.

Medication management and other associated treatments.
Individual, family, and group thpy.

Crisis intervention.

SR

Providerbased case management services.

The Mental Health/SubstanBelated ash Addictive Disorders Administrator provides
administrative services for all levels of care.

You are encouraged to contact the Mental Health/Sub&alated and Addictive
Disorders Administrator for referrals to providers and coordination of care.

56 SECTION - ADDITIONACOVERAGBETAILS



MssVICCHOIE PLUSHEALTHPLAN

Prior Authorization Requirement

For Non-Network Benefits for:

Yy A scheduled admission for SubstdRelated and Addictive Disorders Services
(including an adission for services at a Residential Treatment facility), you myist
obtain authorization from thea@hs Administrator five business days before
admission.

Yy A nonscheduled admission (including Emergency admissions) you must pro
notification as soon &sreasonably possible.

ide

In addition, for NoANetwork Benefits you must obtain p@athorization from the
Claims Administrator before the following services are received. Services requiripg prior
authorization: Intensive Outpatient Treatment prograysqegical testing; extendgd
outpatient treatment visits, with or without medicatianagement.

If you fall to obtain prior authorization from or provide notification to the Claims
Administrator as required, Benefits will be subject to a $500 penalty.

Surgery- Outpatient

The Plan pays for surgery and related services receivenltpratent basis at a Hospital
or Alternate Facility.

Benefits under this section include certain scopic procedures. Examples of surgical scopic
procedures include arthrosgplpparoscopy, bronchoscopy and hysteroscopy.

Benefits under this section inctude

Yy The facility charge and the charge for supplies and equipment.

Yy Physician services for radiologists, anesthesiologists and pathologists. Benefits for other
Physician servieare described in this section uidgsician Fees for Surgical and Medical
Serices

Prior Authorization Requirement
For Non-Network Benefits fodiagnostic catheterization and electrophysiology imglant
andsleep apnea surggou must obtain prior awthzation five business days before
scheduled services are received or fospeduled services, wittome business day
as soon as is reasonably possible.

If you fail to obtain prior authorization as required, Benefits will be subjgbo® a
penalty.

Temporomandibular Joint (TMJ) Services

The Plan covers services for the evaluation and treatment of temporomandibular joint
syndrome (TMJ) and associated muscles.

Diagnosis: Examination, radiographs and applicable imaging studies and consultation.
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Non-surgcal treatment including clinical examinations, arthrocentesis angaiigger
injections.

Benefits are provided for surgical treatment if the following criteria are met:

Yy There is clearly demonstrated radiographic evidence of significant gyimadip.
Yy Non-surgical treatment has failed to adequately resolve the symptoms.

y' Pain or dysfunction is moderate or severe.

Benefits for surgical services include arthrocentesis, arthroscopy, arthroplasty, arthrotomy,
open or closed reduction of disloaadio

Any combination of Network Benefits and Nhetwork Benefits is limited ®2,50(Qer
Covered Person during the entire period you are covered under thiiflanit applies
to TMJ and orthognathic surgical and-sargical benefits.

Benefits for atnpatient Stay in a Hospital and Hosplitaked Physician services are
described in this section unétaspital Inpatient StagdPhysician Fees for Surgical and Medical
Servicagspectively.

The Plan does not provide benefits for the cost asdorititemy orthotic or orthodontic
device.

Therapeutic TreatmentOutpatient

The Plan pays Benefits for therapeutic treatments received on an outpatient basis at a
Hospital or Alternate Facility, including dialysis (both hemodialysis and peritosieg| dialy
intravenous chemotherapy or other intravenous infusion therapy and radiation oncology.

Covered Health Services include medical education services that are provided on an
outpatient basis at a Hospital or Alternate Facility by appropriately licergedened
healthcare professionals when:

y" Education is required for a disease in which patiemasdfgement is an important
component of treatment.

Yy There exists a knowledge deficit regarding the disease which requires the intervention of
a trained hdth professional.

Benefits under this section include:

Yy The facility charge and the charge for related supplies and equipment.

Yy Physician services for anesthesiologists, pathologists and radiologists. Benefits for other
Physician services are describeddisdistion undePhysician Fees for Surgical and Medical
Services

When these services are performed in a Physician's office, Benefits are described under
Physician's Office Services
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Prior Authorization Requirement
For Non-Network Benefits for the follomgoutpatient therapeutic services you musg
obtain prior authorizatiofive business days before scheduled services are receivdd or,

for non-scheduled services, within one business day or as soon as is reasonably possible.
Serwies that require prior autimation: dialysis, IV infusiomtensity modulated
radiation therapy and MiRiided focused ultrasound.

If youdo notobtain prior authorizatioes required Benefits will be subject tb800
penalty.

Transplantation Services

Organ and tissue tranaplisincluding CART cell therapyor malignanciewhen ordered

by a Physician. Benefits are available for transplants when thentramesgis the definition

of a Covered Health Service, and is not an Experimental or Investigational or Unproven
Service.

Examples of transplants for which Benefits are available include boneinchncing
CART cell therapyor malignanciesieart, had/lung, lung, kidney, kidney/pancreas, liver,
liver/small bowel, pancreas, small bowel and cornea.

Benefits are availablo the donor and the recipient when the recipient is covered under this
Plan. Donor costs that are directly related to organ reon@vaturement are Covered

Health Services for which Benefits are payable through the organ recipient's coverage under
the Plan.

The Claims Administrator has specific guidelines regarding Benefits for transplant services.
Contact the Claims Administratottee number on your ID card for information about
these guidelines.

Transplantation services including evaluationaftsgtant, organ procurement and donor
searches and transplantation procedures must be rbgeMedsignated Providierorder
for you to receive Network Benefits

Benefits are also available for cornea transplants. You are not required to obtain prior
authorization from the Claims Administratordarornea transplant nor is the cornea
transplant required to be perfornigth Designigd Provider.

Note: The services described undeftreevel and Lodging Assistance dfeoG@raered
Health Services only in connection with transplant servicesdetea Designated
Provider.

59 SECTION - ADDITIONACOVERAGBETAILS



MssVICCHOIE PLUSHEALTHPLAN

Prior Authorization Requirement
|l f you donod6ét obtain prior authorizatlion

penalty.

Support in the event of serious illness

If you or a covered family member has cancer or aeeidgan or bone marrow
transplant, UnitedHealthcare can put you in touch with dresditjnent centers aroungl
the country.

Urinary Catheters
Benefits for indwelling and intermittent urinary catheters for incontinence or retention.

Benefits include retat urologic supplies for indwelling catheters limited to:

Yy Urinary drainage bag and itisartray (Kit).
Yy Anchoring device.

y Irrigation tubing set.

Urgent Care Center Services

The Plan provides Benefits for services, including professional servicesateceived
Urgent Care Center, as defined in Sectio@lagsaryhen Urgent Care serviees
provided in a Physician's office, the Plan pays Benefits as describedysioiban's Office
ServiceSickness and Injury

Virtual Visits

Virtual visits for Ceered Health Services that include the diagnosis and treatment of low
acuitymedical conditions for Covered Persons, through live audio with video technology or
audio only. Virtual visits provide communication of medical informationtimeeal

between th patient and a distant Physician or health care specialist, through use of
interactive audio with video communications or audio only equipment outside of a medical
facility (for example, from home or from work).

Benefits are available only when serareedelivered through a Designated Virtual
Network Provider. You can find a Designated Virtual Network Provider by going to
www.myuhc.comor by calling the telephone number on your ID card.

Please Note Not all meical conditions can be appropriately treated through virtual visits.
The Designated Wiual Network Provider will identify any condition for which treatment by
in-person Physician contact is necessary.

Benefits under this section do not include gfarénd standard telephone calls, or for
telehealth/telemedicine visits that occur witgalical facilitiesCMS defined originating
facilities)
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Vision Examinations
The Plan pays Benefits for one routine vision exam, includintipreftaaletect vision
impairment by a Network provider in the provider's office every calendar year.

Benefits for eye examinations required for the diagnosis and treatment of a Sickness or
Injury are provided undBhysician's Office SeBimasesadinjury
Wigs

The Plarpays Benefits for wigs and other scalp hair prosthesis regardless of the reason of
hair loss.

Any combination of Network Benefits and Nldatwork Benefits is limited to $300 per
calendar year and 3 wigs per lifetime.
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SECTION-CLINICAPROGRAMS ANDHRBURCES

What this section includes:
Health and welbeing resources available to you, including:
y* Consumer Solutions aBeéltService Tools.

Yy Diseas®danagement Services.
y* Complex Medical Conditions Programs and Services.

Yy Wellness Programs.

MissVICbelievesni giving you tools to help you be an educated health care consumer. To
that endMissVIChas made availaldeveral convenient educational and support services,
accessible by phone and the Internet, which can help you to:

y' Take care of yourself and yourifammembers.

Yy Manage a chronic health condition.

Yy Navigate the complexities of the health care system.

NOTE :
Information obtained through the services identified in this section is based on cprrent
medical literature and on Physician review. It is nod&uda replace the advice of a
doctor. The information is intended to help you make more informed health ¢

decisions and take a greater responsibility for your own health. UnitedHealthcar¢ and
MissVICare not responsible for the results of your desiéiom the use of the

information, including, but not limited to, your choosing to seek or not to seek
professional medical care, your choosing of which provider to seek professionalmedical
care from or your choosing or not choosing specific treatment.

Comsumer Solutions and S8lérvice Tools

Health Survey

You are invited to learn more about health andesslEvww.myuhc.comand are
encouraged to participate in the online health survey. The health survey is an interactive
guestionnaire designed to hehp identify your healthy habits as well as potential health
risks.

Your health survey is kaqatnfidential. Completing the survey will not impact your Benefits
or eligibility for Benefits in any way.

If you need any assistance tighonline survey,gase call the number on your ID card.

Reminder Programs

To help you stay healthy, UnitedHealthcare may seadd/gaur covered Dependents
reminders to schedule recommended screening exams. Examples of reminders include:

y° Mammograms for women between thesaof 40 and 68.
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Pediatric and adolescentimmunizations.
Cervical cancer screenings for women between tieéd 29end 64.

< <<

Comprehensive screenings for individuals with diabetes.
y Influenza/pneumonia immunizations for enrollees age 65 and older.

There isno need to enroll in this program. You will receive a reminder automatically if you
have not had a recommendedeening exam.

Decision Support

In order to help you make informed decisions about your health care, UnitedHealthcare has

a program called Demn Support. This program targets specific conditions as well as the
treatments and procedures for thomeditions.

This program offers:

Yy Access health care information.

Yy Support by a nurse to help you make more informed decisions in your treatment and
cae.

Yy Expectations of treatment.

Yy Information on providers and programs.
Conditions for which this progranaigilable include:

Back pain.

Knee & hip replacement.
Prostate disease.
Prostate cancer.

Benign uterine conditions.
Breast cancer.

Coronary disease.

SN XS

Bariatric surgery.

Participation is completely voluntary and without extra charge. If you think you may be
eligible to participate or would like additional information regarding the program, please
contact the numbem your ID card

www.myuhc.com

UnitedHe#hcare's membarebsiteywww.myuhc.com, provides information at your
fingertips anywhere and anytime you have access to the migmetyuhc.comopens
the door to a wealth of health information andsseilfice tools.

With www.myuhc.comyou can:
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Research a healtbnalition and treatment options to get ready for a discussion with
your Physician.

Search for Network providers available in your Plan through the online provider
directory.

Access all of the content and wellness topicsNoseLiné.

Complete &ealth survey to help you identify health habits you may improve, learn
about healthy lifestyle techniques and access health improvement resources.

Use the treatment cost estimator to obtain an estimate of the costs of varidusegroce
in your area.

S S N

Usethe Hospital comparison tool to compare Hospitals in your area on various patient
safety and quality measures.

Registering on www.myuhc.com

If you have not already registeredvavw.myuhc.com, simply go to
www.myuhc.comand click on "Register Now.akke your ID card handy. The
enrollment process is quick and easy.

Visit www.myuhc.comand:

y  Make realime inquries into the status and history of your claims.
Yy View eligibility and Plan Benefit information, including Copays and Annual Deductibles.
y' View ad print all of your Explanation of Benefits (EOBSs) online.

y' Order a new or replacement ID card or print a teargdD card.

Want to learn more about a condition or treatment?

Log on towww.myuhc.comand research health topics that are of interestitdgarn
about a specific condition, what the symptoms are, how it is diagnosed, how corhmon it
is, and what to ask your Physician.

DiseaseManagement Services

Disease Management Services

If you have ben diagnosed with certain chronic mechealitions you may be eligible to
participate in a disease management program at no additional cost tohgaut Tdilere,
coronary artery disease, diabasthmandChronic Obstructive Pulmonary Disease

(COPD) programs are designed to support you. This means that you will receive free
educational informatipand may even be called by a registered nurse who is a specialist in
your specific medical condition. This nurse will be a resourceswasivhelgou manage

your condition.

These programs offer:
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y Educational materiaisat provide guidance on managing your specific chronic medical
condition. This may include information on symptoms, warning signsarsaifement
technques, recommended exams andcataoins.

<

Access to educational and-sginagement resources on a consumer website.

Yy An opportunity for the disease management nurse to work with your Physician to ensure
that you are receiving the appropriate care.

Yy Accessd and oneon-one support from gegistered nurse who specializes in your
condition. Examples of support topics include:

- Education about the specific disease and condition

- Medication management and compliance.

- Reinforcement of etine behaviomodification program goals.
- Preparation ansupport for upcoming Physician visits.

- Review of psychosocial services and community resources.
- Caregiver status andinme safety.

- Use of maibrder pharmacy and Network providers.

Participation is completelgluntary and without extra charge. If yonktgou may be
eligible to participate or would like additional information regarding the program, please
contact the number gmour ID card.

HealtheNotes®™

UnitedHealthcare provides a service celizdtheNote®". HealtheNoted' provides you

and your Phsjcian with information regarding preventive care, testing or medications,
potential interactions with medications you have been prescribed, and certain treatments. In
addition, your HealtheNo®geport may include health tips and other wellness

informaton.

UnitedHealthcare provides this information through a software program that provides
retrospective, clainimsed identification of medical care. Through this process patients are
identified who mabenefit from this information using the establistaediatds of evidence
based medicine as described in Sectidaldssander the definition of Covered Health
Services.

If your Physician identifies any concerns after reviewing his or her HeadfMeblart,

he or she may contact you if he or sheusdliit to be appropriate. In addition, you may use

the information in your report to engage your Physician in discussions regarding your health
and the information UnitedHealthcare provides. Angidesiregarding your care, though,

are always betweeruyand your Physician.

If you have questions or would like additional information about this service, please call the
numberon your ID card

Wellness Programs

Maternity Support Program

If you are pregnant or thinking about becoming pregnant, and yorodee gnthe
medical Plan, you can get valuable educational information, advice and comprehensive case
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management by calling the number on your ID card.evionitment in the program will be
handled by an OB nurse who is assigned to you.

This program dérs:

Enrollment by an OB nurse.

Preconception health coaching.

Written and online educational resources covering a wide range of topics.

First and second tniester risk screenings.

Identification and management efaathighrisk conditions that may iragt pregnancy.

Predelivery consultation.

S S S S

Coordination with and referrals to other benefits and programs available under the
medical plan.

Yy A phone call from aurse approximately two weeks postpartum to provide information
on postpartum and newborn caegding, nutrition, immunizations and more.

y Postpartum depression screening.

Participation is completely voluntary and without extra charge. To take full advantage of the
program, you are encouraged to enroll within the first trimester of Pregnanay. You ca
enroll any time, up to your 34th week. To enroll, call the nampeur D card

As a program participant, you can always call your nurse with any questions or concerns you
might have.

Complex Medical Conditions Programs and Services

Cancer Resource &vices (CRS) Program

Your Plan offers Cancer Resource Services (CRS) program to proviithegamess to
information and member assistance through a team of specialized cancer nurse consultants
and access to one of the nationds | eading ca

To learn more abo@RS visit www.myoptumhealthcomplexmedical.com or call the
number on youlD card or call the program directly €8669366002.

Coverage for oncology servicesand oncologgy at ed services are based
terms,exckii ons, | imitations and conditions, incl
coveragguidelines. Participation in this program is voluntary.
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Cancer Support Program

UnitedHealthcare provides a program that identifies and supports a Coveredi®erson
has canceX.ou have the opportunity to engage witlurgethat specializes in cancer,
education and guidance throughout your care¥aihmay also call the progrard apeak
with a nurse whenever you need to. This nurse will be a resource atd tdkietp you
manage your conditiofihis program will work with you and your Physicians, as
appropriate, toffer support anéducation on cancer, and-galfe strategiesdtreatment
options.

Participation is completely voluntary and without exargehlf you think you may be
eligible to participate or would like additional information regarding the program, please call
the number on your ID card or call the prograectly at 1866 9365002.

For information regarding specific Benefits for caresgment within the Plan, see Section
6, Additional Coverage Datdits the headir@ancer Resource Services (CRS)

Comprehensive Kidney Solution (CKS) program

For participants diagnosed with Kidney Disease, your Plan offers the Comprehensive
Kidney ®lution (CKS) program to help you manage the effects of advanced Chronic
Kidney Disease (CKD) through Esthge Renal Disease (ESRD).

Should the disease progress t@thet of needing dialysis, CKS provides access-to top
performing dialysis centers. Thameans you wi | | receive treatm
practicesdé approach from health care profess

There are hundreds of contractedydiglcenters across the country, but in situations where
you cannot conveniently accasentracted dialysis center, CKS will work to negotiate
patientspecific agreements on your behalf.

To learn more about Comprehensive Kidney Solutions, visit
www.myoptumhealthcomplexmedical.conor call the number on your ID card.

Coverage for dialysisand kidneg | at ed services are based on vy
exclusions, |imitations and conditions, incl
coverage guidelines. Participation swghogram is voluntary. If you dedd no longer

participate in the program, pleagetact CK®f your decision.

Kidney Resource Services (KRS) program

End-Stage Renal Disease (ESRD)

The Kidney Resource Services program provides Covered Personsssitb acc

registered nurse advocatewspecializes in helping individuals live with kidney disease. As a
participant in the KRS program, youdoll work
and information. The nurse can help you manage otherammsditich as diabetes and high
bloodpressure. He or she can also help you find doctors, specialists and dialysis centers.

This program is available at no extra costto you.
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With KRS, you have access to a registered nurse who specializes in kidi¢yshealth.

program is designed to help y@uyour own best advocate for your health. You may have

been referred to the KRS program by your medical provider or from past claim information.

As part of your health insuttayguce benefits, i

KRS nurse advocates arailable, Monday through Friday-tade at 18665617518
(TTY: 711).

Coverage for dialysisand kidneg | at ed services a
exclusions, limitations and conditions, including thé glane | i gi b
coveage guidelines. Participation in this program is voluntary.

sed on vy

re a
i y require

b
it

Congenital Heart Disease (CHD) Resource Services

UnitedHealthcare provides a program that identifies and supports a Covered Person who
has Congenital Heart Base (CHD) through all stagesedtment and recovery. This
program will work with you and your Physicians, as appropriate, to offer supportand
education on CHD. Program features include clinical management by specialized CHD
Nurses, support from spdizied Social Workers, assistante choosing Physicians and
Facilities, and access to Designated Providers.

To learn more about CHD Resource Services program, Visit
www.myoptumhealthcomplexmedical.conor call UnitedHealthcare at the number on
your ID cad or you can call the CHD Res@u8ervices Nurse Team at-8887246.

Coverage for CHD surgeries and related servi
exclusions, l i mitations and conditions, incl
coverge guidelines. Participationhis tprogram is voluntary. If you are considering any

CHD surgeries you must contact CHD Resource Services prior to surgery to enroll in the

program in order for the surgery to be a considered a Covered Health Serwiee under

Plan.

Transplant Resource Sences (TRS) Program

Your Plan offers Transplant Resource Services (TRS) program to provide you with access to
one of the nationd6s | eading transplant progr
program means youatrsplant treatment is basedenlae st practi cesdé appro
health care professionals with extensive expertise in transplantation.

To learn more about Transplant Resource Services, visit
www.myoptumhealthcomplexmedical.comor call the number ote-back-ofour ID
card.

Coverage for transplantand transplaet| at ed services are based ol
exclusions, |imitations and contdandi ons, i ncl
coveragguidelinesParticipation in this program is voluntary.

Travel and Lodging Assistance Program

MissVICmay provide you with Travel and Lodging assistance. Travel and Lodging
assistance is only available for you or your eligible family niembeneet the
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gualifications for the benefit, including receiving care at a Designated Provider and the
distance from your home address to the facility. Eligible Expenses are reimbursed after the
expense forms have been completed and submitted véthptio@riate reqss.

If you have specific questions regarding the Travel and Lodging Assistance Program, please
call the Travel and Lodging office-8&0B8420843.

Travel and Lodging Expenses

The Plan covers expenses for travel and lodging for tme, patgided her she is not
covered by Medicare, and a companion as follows:

y' Transportation of the patient and one companion who is traveling on the same day(s) to
and/or from the site of the qualified procedure provided by a Designated Provider for
thepurposes of aevaluation, the procedure or necessarygxstarge followp.

The Eligible Expenses for lodging for the patient (while not a Hospital inpatient) and
one companion.

If the patient is an enrolled Dependent minor child, the transporigtenses of two
companions will be covered.

Travel and lodging expenses are only available if the patient resides more than 50 miles
from the Designated Provider.

SR

Reimbursement for certain lodging expenses for the patient and his/her companion(s)
may be ioluded in thesaixable income of the Plan participant if the reimbursement
exceeds the per diem rate.

Yy Thetransplant prograwffersan overall lifetime maximum of $10,000 per Covered
Person for all transportation and lodgirgenses incurred by you anehbeirsed
under the Plan in connection with all qualified procedures.

The Claims Administrator must receive valid receipts for such charges before you will be
reimbursed. Reimbursementis as follows:

Lodging

y A per diem rateyp to $50.00 per day, for theigrat (when not in the Hospital) or the
caregiver.

Yy Per diem is limited to $100.00 per day, for the patient and one caregiver. When a child is
the patient, two persons may accompany the child.

Examples of items that are novered:

- Groceries.

- Alcoholic beerages.

- Personal or cleaning supplies.

- Maeals.

- Overthecounter dressings or medical supplies.

- Deposits.

- Utilittes and furniture rental, when billed separate from the rent payment.
- Phone calls, newspapers, or movie rentals.
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Transportation

Automobile mileag@eimbursed at the IRS medical rate) for the most direct route
between the patient's home and the Designated Provider.

Taxi fares (not including limos or car services).
Economy or coach airfare.

Parking.

Trains.

Boat.

Bus.

Tolls.

SRS S
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SECTION-EXCLUSISSAND LIMITATIONS: WHAIE MEDICAL PLAN
WILL NOT COVER

What this section includes:

Yy Services, supplies and treatments that are not Covered Health Services, exckpt as may
be specifically provided for in SectioAdi]itional Coverage Detalils.

The Plan does mpay Benefits for the following services, treatments or supplies even if they
arerecommended or prescribed by a provider or are the only available treatment for your
condition.

When Benefits are limited within any of the Covered Health Services sategoriieed in
Section 6Additional Coverage Ddtaitse limits are statedtlire corresponding Covered
Health Service category in SectidPlén Highlightsmits may also apply to some Covered
Health Services that fall under more than one Covesdith IService category. When this
occurs, those limits are also stated in Sé&®ian HighlighRlease review all limits
carefully, as the Plan will not pay Benefits for any of the services, treatments, items or
supplies that exceed these benefislim

Please note that in listing services or examples, when tRéan Sunmary says"this
includes,” or "including but not limited to", it is not UnitedHealthcare's intent to
limit the description to that specific list. When the Plan does intend to limit adt of
services or examples, th@lan Summary specifically states that the list "s limited
to."

Alternative Treatments
1. Acupressure and acupuncture.

2. Aromatherapy.
Hypnotism.

Massage therapy.

o &~ »w

Rolfing.

6. Art therapy, music therapy, dance therapgeback therapy and other forms of
alternative treatemt as defined by tiNational Center for Complementary and Alternative
Medicine (NCCAM]J theNational Institutes of Hédtih exclusion does not apply to
Manipulative Treatment and Roranipulativesteopathic care for which Benefits are
provided as described in SectioAdsiitional Coverage Details

Dental

1. Dental care (whicimcludes dental-Xays, supplies and appliances and all associated
expenses,auding hospitalizations and anestreesiapt as described in Section 5
underDentaBervicdAnesthesia and Faailiiypental Servidézediatric Preventive Dental
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Thisexclusion does not apply to accidetated dental services for which Benafie
provided as described un@antal Servicdscident OmySection 6Additional Coverage
Details.

This exclusion does not apply to dental care (oral examinaisys, étractions and
non-surgical elimination of oral infection) required f@dihect treatment of a medical
condition for which Benefits are available under the Plan, limited to:

- Transplant preparation.

- Prior to the initiation of immunosuppressive drugs

- The direct treatment of acute traumatic Injury, cancer or cleft palate.

Dentd care that is required to treat the effects of a medical condition, but that is not
necessary to directly treat the medical condition, is excluded. Examples include treatment
of dental caries resulting from dry mouth after radiation treatment or éscd resu
medication.

Endodontics, periodontal surgery and restorative treatment are excluded.

2. Preventive care, diagnosis, treatment idflated to the teeth, jawbones or gums.
Examples include:

- Extractions (includg wisdom teeth), restoration and replacement of teeth.
- Medical or surgical treatments of dental conditions.
- Services to improve dental clinical outcomes.

This exclusion doe®t apply to preventive care for which Benefits are provided under
the United tates Preventive Services Tesfjuifensent or thidealth Resources and Services
Administration (HRSA&juirement. This exclusion also does not apply to accident
related dntal services for which Benefits are provided as describeDemdes erse
Accident Omy Section 6Additional Coverage Details

3. Dental implants, bone grafts, and other imyrilated procedures.
This exclusion does not apply to accidelated dental services for which Benafie

provided as described un@antal Servicdscident OimySection 6Additional Coverage
Details

4. Dental braces (orthodtics).

5. Treatment of congenitally ssing, malpositioned or supernumerary (extra) teeth, even if
part of a Congenital Anomaly.

Devices, Appliances and Prosthetics
1. Devies used specifically as safety items or to affect performance-irelsperts
activities.

2. Orthotic appliances and devices that straightersbape a body part, except as
described undé€urable Medical Equipment (iDNEe€ction 6Additional Coverage Details

Examples of excluded badtic appliances and devices include but are not limited to,
foot orthotics(except when prescribed by a Physiaiathsome types of braces,
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including orthotic braces available dkeicounter. This exclusion does notinclude
diaketic footwear which mée covered for a Covered Person with diabetic foot disease.

3. The following items are excluded, even if prescribed by a Physician:

- Blood pressure cuff/monitor.

- Enuresis alarm.

- Non-wearable external defibrillator.
- Trusses.

- Ultrasonic nebulizers.

4. Repairs to prosthetic devices due to misuse, malicious damage or gross neglect.

5. Replacement of prosthetic devices due to misus&umsatiamage or gross neglect or
to replace lost or stolen items.

6. Devices and computers to assistin communication and speech exieghtdited
speeclyeneratinglevices and trach@sophageal voice deviceswhich Benefits are
provided aslescribed undé@urable Medical Equip(@®&iE), Orthotics and Supplies
Section 6Additional Coverage Details

7. Oral appliances for snoring.

8. Powered andon-powered exoskeleton devices.

Drugs

1. Prescription drug products for outpatient use that are filled by a prescription order or
refill.

2. Selfadminstered or selhfused medications. This exclusion does not apply to
medications which, due to their characteristics, (as determined by UnitedHealthcare),
must typically be administered or directly supervised by a qualified provider or
licensed/certifiedchealth professionialan outpatient setting. This exclusion does not
apply to hemophilia treatment centers contracted to dispense hemophilia factor
medications directly to Covered Persons feindedfion.

3. Non-injectable medications given in a Physician's office. This exclusion does not apply
to nortinjectable medications that are required in an Emergency and consumed in the
Physician's office.

4. Overthe-counter drugsral treatments.
5. Growth hormone therapy.

6. Certain specialty medications ordered by a Physician thiougB1 ExpressScripts
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7. Certain New Pharmaceutical Products and/or new dosage forms until the date as
determined by the Claims Administrator or
later than December 31st of the following calendar year.

This exclusion dsenot apply if yo have a lif¢ghreatening Sickness or condition (one

that is likely to cause death within one year of the request for treatment). If you have a
life-threatening Sickness or condition, under such circumstances, Benefits may be
available fothe New Pharmauatcal Product to the extent provided for in Section 6,
Additional Coverage Details

8. A Pharmaceutical Product that contains (an) active ingredient(s) available in and
therapeutically equivalehtiging essentialthe same efficacy and adverse effect profile)
to another covered Pharmaceutical Product. Such determinations may be made up to six
times during a calendar year.

9. A Pharmaceutical Prodticat contains (an) aaingredient(s) which is (are) a
modified version of and therapeutically equivalent (having essentially the same efficacy
and adverse effect profile) to another covered Pharmaceutical Product. Such
determinations may be made upxdisies during a calesdyear.

10. Benefits for Pharmaceutical Products for the amount dispensed (days' supply or quantity
limit) which exceeds the supply limit.

11 A Pharmaceutical Product wath approved biosimilar or a biosimilar and
therapeutically equivalent (having essentially the same efficacy and adverse effect profile)
to another covered Pharmaceutical ProducthEgrurpose of this exclusion a
"biosimilar" is a biological PharmacautRroduct approved based on showing that it is
highly similar to a reference product (a biological Pharmaceutical Product) and has no
clinically meaningful differences in termsfefysand effectiveness from the reference
product. Such determinationsynib@ made up to six times per calendar year.

12 Certain Pharmaceutical Products for which there are therapeutically equivalent (having
essendlly the same efficacy and adverse effect profile) alternativeg, avaiéds
otherwise required by law or approved by us. Such determinations may be made up to
six times during a calendar year.

Experimental or Investigational or Unproven Services

1. Experimental or Investigatidi@ervices and Unproven Services and all services related
to Experimental or Investigational and Unproven Services are excluded The fact that an
Experimental or Investigational or Wogen Service, treatment, device or
pharmacological regimen is the owdylable treatment for a particular condition will
not result in Benefits if the procedure is considered to be Experimental or
Investigational or Unproven in the treatment of thdicpiar condition.

This exclusion does not apply to Covered Health &eprovided during a Clinical
Trial for which Benefits are provided as described Qfidieal Triais Section 6,
Additional Coverage Details
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Foot Care

1

o g ks

8.
0.

Routine foot care. Examples includedhtting or removal of corns and calluses.

This exclusion does not apply to preventive foot care for Covered Persons with diabetes
for which Benefits are provided as described ideetes Seruc&gction 6,
Additional Coverage Details

Nail trimming, cutting, or debriding (removal of dead skin or underlying tissue).
Hygienic and preventiveamtenance foot care. Examples include:

- Cleaning and soaking the feet.
- Applying skin creams in order to maintain skin tone.

This exclusion does not apply to preventive foot care for Covered Persons who are at
risk of neurological or vascular diseasa@fi®im diseases such as diabetes.

Treatment of flat feet.

Treatment of subluxation of the foot.

Shoegxcept when prescribby a Physician

Shoe orthatsexcept when prescribed by a Physician
Shoe insertsxcept when prescribed by a Physician

Arch supportexcept when prescribed by a Physician

Medical Supplies

1

Prescribed or neprescribed medicalipplies. Exampiecludes ace bandages

This exclusion does not apply to:

- Disposable supplies necessary for the effective use of Durable MedicahEquipme
or prosthetics devicésr which Benefits are provided as described ihdeable
Medical Equipm@dME), Orthotics and Supplies and Prostheiic32etimess,
Additional Coverage De&tagsexception does not apply to supplies for the
adminstration of medic&bod products.

- Diabetic supplies for which Benefits are provided as describeDiabdars Services
in Section GAdditional Coverage Details

- Ostomy supplies for which Benefits are provided as describe@stotgy Supplies
in Secbn 6,Additional @erage Details

- Urinarycathetersor which Benefits are provided as described uhaery Catheters
in SectionAdditional Coverage Details
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2.

Tubings and masks except when used with Dialieal Equipmeras described
underDurable Medical EquipmedectiahAdditional Coverage Details

Mental Health, Neurobiological Disordéugtism Spectrum Disorder Servieesl
SubstancdRelated and Addictive Disorders Services

In addition to all other exclusiolisted in this Section Bxclusions and Limitatibes
exclusions listed directlyldg apply to services described uiiantal Health Services,
Neurobiological Disor@etsm Spectrum Disorder @adfoeSubstadRelated and Addictive
Disordrs Services in Section 6, Additional Coverage Details

1

Services performed in connection with conditions not classified in the current edition of
thelnternational Classification of Diseases sectionl @eMentahlDisom@&@gnostic
and Statistical Manual of the Americanc Pssadaation

Outside of an initial assessment, services as treatments for a primary diagnosis of
conditions and problems that may be a focus of clinical attention, but are specifically
noted not to be mentalsdirders within the current edition of Diagnostic andtiStical
Manual of the American Psychiatric Association

Outside of initial assessment, services as treatments for the primary diagnoses of learning
disabilities, conduct artisruptivempulse control disordeigambling disorder, and
paraphilic disorder

Services that are solely educational in nature or otherwise paid under state or federal law
for purely edcational purposes.

Tuition for or services that are schibased for children and adolescents required to be
provided by, or paid for by, the school undehttimiduals with Disabilities Education Act.

Outside of initial assement, unspecified disorders for which the provider is not
obligated to provide clinical rationale as defined in the current editioDiaytheEstic
and Statistical Manual of the AmericnidPAgsbciation

Nutrition

1

Nutritional or cosmetic therapy using high dose or mega quantities of vitamins, minerals
or elements, and other nutrition based therapy. Examples sugpteEments,

electrolytes and foods of anyk(including high protein foods and low carbohydrate
foods).

Food of any kindinfant formula, standard milk based formula and donor breast milk.
This exclusiodoesnot apply to enteral formula and other medifood products

which Benefits are provided as described @mderal Nutritian Section 6jdditional
Coverage Detalls

Health education classes unless offered by UnitedHealthcare or its affiliatag, includi
but not limited to asthma, smoking cessation, and weight control classes.
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Personal Care, Comfort or Convenience

1

a ~ »

Television.

Telephone.

Beauty/barber service.

Guest service.

Supplies, equipment and similar incidentals for personal comfort. Examples include:

- Air conditioners, air purifeand filters and dehumidifiers.

- Batteries and battery chargers.

- Breast pumps. (This exclusion dossapply to breast pumps for which Benefits are
provided under thEealth Resources and Services AdministratiequiFiREA).)

- Car seats.

- Chairs, b#t chairs, feeding chairs, toddler chairs, ergonomically correct chairs, chair
lifts and recliners.

- Exercise equipment and treadmills.

- Hot and cold compresses.

- Hot tubs.

- Humidifiers.

- Jacuzzis.

- Medical alert systems.

- Motorized beds, neHospital beds, comfobeds and mattresses.

- Music devices.

- Personal computers.

- Pillows.

- Poweroperated vehicles.

- Radios.

- Safety equipment.

- Saunas.

- Stair lifts and stair glides.

- Strollers.

- Treadmills.

- Vehicle modifications such as van lifts.

- Video players.

- Whirlpools.

PhysicalAppearance

1

Cosmetic Procedures. See the definition in SectiGiodar¥Examples include:

- Liposuction or removal of fat deposits considered undesirable, including fat
accumulation under the male breasnhéule.

- Pharmacological regimens, nutritional procedutssatments.

- Scar or tattoo removal or revision procedures (such as salabrasion, chemosurgery
and other such skin abrasion procedures).
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5.

- Sclerotherapy treatment of veins.

- Hair removal or replacemdsyt any means.

- Treatments for skin wrinkles or any tresttiio improve the appearance of the skin.
- Treatment for spider veins.

- Skin abrasion procedures performed as a treatment for acne.

- Treatments for hair loss.

- Varicose vein treatment of the lower exities, when it is considered cosmetic.

Replacement of an existing intact breastimplant if the earlier breast implant was
performed as a Cosmetic Procedi#e: Replacement of an existing breast implant is
considered reconstructive if the initial breast impldowvied mastectomy. See
Reconstructive Proaedieeson 6Additional Coverage Details

Physical conditioning programs such as athletic trainingpuololihg, exercise, fithess,
flexibility, health club meratships and programs, spa treatments and diversion or
general motivation.

Weight loss programs whether or not they are under medical supervision acdbr med
reasons, even if for morbid obesity.

Treatment of benign gynecomastia (abnormal breast enlargement in males).

Procedures and Treatments

1

2.

Biofeedback.

Medical and surgical treatment of snoring, except when provided as a part of treatment
for documented obstructive sleep apnea.

Rehabilitation services and Manipulative Treatmmenptove general physical

condition that are provided to reduce potential risk factors, where significant therapeutic
improvement is not expected, includingtin@, longterm or maintenance/preventive
treatment.

Outpatient cognitive rehabilitation therapy except as Medically Necessary following
traumatic brain Injury or cerebral vascular acaaehnexcept when coeerunder
occupational rehabilitation under Rehabilitadi@utpatidéoesd herapy and WNéivip
Treatmeint Section SAdditional Coverage Details

Speech therapy to treat stuttering, stammering gorastitulation disorders.

Rehabilitation services &peech therapy, except when required for treatment of a
speech impediment or speech dysfunction that results from Injury, stroke, cancer,
Congenital Anomatyr Autism Spectrum Disorder as identified uRdéabilitation
Service®utpatient TherapyMamdpulative TreatineBection 6Additional Coverage
Details

Excision or elimination of hanging skin on amygédhe body. Examples include
plastic surgery procedures called abdominoplasty and braghioplas
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8. Psychosurgery (lobotomy).

9. Standalonemultidisciplinary smoking cessation programs. These are programs that
usually include health care providers specializingking cessation and may include a
psychologist, social worker or other licensed or certified professional. The programs
usuallyriclude intensive psychological support, behavior modification techniques and
medications to control cravings.

10 Chelation therapy, except to treat heavy metal poisoning.

11 Physiological modalities and procedures that result in similar or redundant therapeutic
effects when performed on the sam@yregion during the same visit or office
encounter.

12 Sex transformation operaticarsl related services.
13 The following treatments for obesity:

- Non-surgical treatmeiff obesity, even if for morbid obesity.
- Surgical treatment of obesity unless there is a diagnosis of morbid obesity as
describeé underObesity Surgergection 6Additional Coverage Details

14. Medical and sgical treatment of excessive sweating (hyperhidrosis).

15 The following services fdrd diagnosis and treatment of temporomandibular joint
syndrome (TMJ): surface electromyography, Doppler analysis, vibrgsis) anal
computerized mandibular scan or jaw tracking, craniosacral therapy, orthodontics,
occlusal adjustment, and dental resiomsat

16. Breast reduction surgery except as coverage is required/bgntdres Healtid Cancer
Rights Act of 1988 which Benefits are described urRRleronstructive Proagedures
Section 6Additional Cover&gtails.

17. Congenital Heart Disease surgery that is not received at a Desigwiated Pr
18 Intracellular micronutrient testing

19 Health care services provided in the emergency department of a Hospital or Alternate
Facility that are not for an Emerggn

Providers

1. Services performed by a provider who is a family member by idiriage, including
your Spouse, brother, sister, parent or child. This includes any service the provider may
perform on himsetir herself.

2. Services performed by a provider with your same legal residence.

3. Services ordered or delivered by a Christian Science practitioner.
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4. Services performed by an unlicensed provider or a provider who is operating outside of
the scope dhis/her license.

5. Services provided at a Freestanding Facility or diagnostic thaseiBhcility without
an order written by a Physician or other provider. Services whichdirecsedf to a
Freestanding E#ity or diagnostic Hospibhsed Facility. Services ordered by a
Physician or other provider who is an employee or representatimeedtanding
Facility or diagnostic Hospitesed Facility, when that Physician or other provider:

- Has notbeen acély involved in your medical care prior to ordering the service.
- Is notactively involved in your medical care after the servietvedrec

This exclusion does not apply to mammography.

Reproduction

1. Health care services and related expenseteftiity treatments, including assisted
reproductive technology, regardless of the reason for the treatment.

2. The following services relateda Gestational Carrier or Surrogate:

- All costs related to reproductive techniques including:
Assistive reprodtige technology.
Artificial insemination.
Intrauterine insemination.
Obtaining and transferring embryo(s).
- Health care services including:
Inpatient or outpatient prenatal care and/or preventive care.
Screenings and/or diagnostic testing.
Delivery and postatal care.
The exclusion for the health care services listed above does not apply when the
Gestational Carrier or Surrogate is a CoversdrPer

- All fees including:
A Screening, hiring and compensation of a Gestational Carrier or Surrogate
including surroacy agency fees.
A Surrogate insurance premiums.
A Travel or transportation fees.
3. The following services related to donor services for donor, gpverm(egg cell) or
oocytes (eggs), or embryos (fertilized eggs):

- Donor egg® The cost of donor eggs, includingdical costs related to donor
stimulation and egg retrieval.
- Donor sperm® The cost of procurement and storage of donor sperm.
4. Storage andtreeval of all reproductive materials. Examples include eggs, sperm,

testicular tissue and ovarian tissue.
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7.
8.

Healthcare services and related expenses for surgiesijrgmal or drughduced
Pregnancy termination. This exclusion does not apply to tteafraenolar
Pregnancy, ectopic Pregnancy, or missed abortion (commonly known as a miscarriage).

In vitro fertilization regardless of the reason for treatment.
The reversal of voluntary sterilization

Oral contraceptivasay be covered under the Outpati@mhrmacy Plan.

Services Provided under Another Plan
Services for which coverage is available:

1

Under another plan, except for Eligible Expenses payable as described in Section 10,
Coordination of Benefits.(COB)

Under workers' compensation, or similar legislation ibytdieect it, or could have it
elected for you.

Services resulting from accidental bodily injuriegarigimf a motor vehicle accident
to the extent the services are payable under a medical paperese provision of an
automobile insurance policy.

While on active military duty.

For treatment of military serviedated disabilities when you are legally emdittier
coverage, and facilities are reasonably available to you.

Transplants

1

Health services for organ anduss transplants except those described under
Transplantation Senvi€estion 6Additional @erage Detaitdess UnitedHealthcare
determines the transplant to be appropriate according to UnitedHealthcare's transplant
guidelines.

Health services for transplants involving animal organs.

Health services connected with the removal of an organ or tissue from you for purposes
of a transplant to another person. (Donatsthat are directly related to organ removal
are payable for a transplant through the orgipierdts Benefits under the Plan.)

Health services for transplants involving permanent mechanical or animal organs.
Health services connected with the removal of an orgissue from you for purposes

of a transplant to another person. (Donor costs that are directly related to organ removal
are payable for a transplant tigio the organ recipient's Benefits under the Plan.)

Transplant services that are not performed at a Designated Facility; and

Any solid organ transplant that is perfedras a treatment for cancer.
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Travel
1. Health serviseprovided in a foreign country, unless required as Emergency Health
Services.

2. Travel or transportation expenseendf ordered by a Physician, except as identified
underTravel and Lodging Assistance iRr®gction 7Clinical Programs and Resources
Additional travel expenses related to Covered Health Services received from a
Designated Provider may be reimédrat the Plan's discretion. This exclusion does not
apply to ambulance transportation for which Benefits are provided as described under
Ambulance Serinc8sction 6Additional Coverage Details

Types of Care

1. Custodial Care or maintenance care as defined in SedBdosdaiyr maintenance
care.

2. Domiciliary Care, as defined in SectiorGlegsary.

3. Multi-disciplinarypain management programs provided on an inpatient basis for acute
pain or for exacerbation of chronic pain.

4. Private Duty Nursing.

5. Respite care. This exclusion doespply to respite care that is part of an integrated
hospice care program of services provided to a terminally ill person by a licensed hospice
care agency for which Benefits @movided as described undespice CameSection 6,
Additional CoveragailBet

6. Rest cures.
7. Services of personal care attendants.

8. Work hardening (individualized treatment programs designed ta puson to work
or to prepare a person for specific work).

Vision and Hearing

1. Implantable lenses used only to correct a re&atior (such as Intacs corneal
implants).

2. Purchase cost and associated fitting charges for eyeglasses or contact lenses.

3. Bone anchored hearing aids except when eftttez following applies:

- For Covered Persons with craniofacial anomalies alivosenal or absent ear
canals preclude the use of a wearable hearing aid.

- For Covered Persons with hearing loss of sufficient severity that it would not be
adequately remedieg a wearable hearing aid.
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The Plan will not pay for more than one bone aedhtvearing aid per Covered Person
who meets the above coverage criteria during the entire period of time the Covered
Person is enrolled in this Plan. In addition, repairoargflacement for a bone
anchored hearing aid for Covered Persons who meditathe coverage are not
covered, other than for malfunctions.

Eye exercise or vision therapy

Surgery and other related treatment that is intended to correct nearsightedness,
farsightedness, presbyopia and astigmatism including, but not limited to, procedures
such as las and other refractive eye surgedyradial keratotomy.

All Other Exclusions

1

2.

Autopsies and other coroner services and transportation services for a corpse.

Chargesor:

Missed appointments.
Room or faility reservations.
Completion of claim forms.
Record processing.

Charges prohibited by federal-&itkback or selfeferral statutes.
Diagnostic tests that are:

- Delivered in other than a Physician's office or health care facility.
- Selfadministered home diagnostic tests, including but not limited to HIV and
Pregnancy tests.

Expenses fohealth services and supplies:

- Thatare received as a result of war or any act of war, whether declared or
undeclared, while part of any armed service force of any country. This exclusion
does not apply to Covered Persons who are civilians injurednoersatiadfected by
war, any act of war terrorism in a nowar zone.

- That are received after the date your coverage under this Plan ends, including health
services for medical conditions which began before the date your coverage under the
Plan ends.

- For which you have no legalsponsibility to pay, or for which a charge would not
ordinarily be made in the absence of coverage under this Benefit Plan.

- That exceed Eligible Expenses or any specified limitationRlathSumary

In the ent a NoRNetwork provider waives, does not pursue, or fails to collect the

Copayment, Coinsurance, any deductible or other amount owed for a particular health

service, no Benefits are provided for the health service for whidpthanént,

Coinsurancenal/or deductible are waived.

Foreign language and sign language services.
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8. Long term (more than 30 days) storage of blood, umbilical cord anatbeal.

9. Health services and supplies that do not meet the definition of a Covered Health Service
- see the definition in Section ®ApssargZovered Health Services are those health
services including sees¢ supplies or Pharmeatical Products, which the Claims
Administrator determines to be all of the following:

- Medically Necessary.

- Described as a Covered Health Service iRlEmsSumnaryunder Section 6,
Additional Coverage Datdiltn Section Plan Highlights.

- Notothewise excluded in thidan Sumnaryunder this Section Bxclusions and
Limitations

10. Health services related to a +@overed Health Service: When a service is nota
Covered Health Serei all services retatto that norCovered Health Service are also
excluded. This exclusion does not apply to services the Plan would otherwise determine
to be Covered Health Services if they are to treat complications that arise from the non
Covered Hdth Service.

For the pupose of this exclusion, a "complication™ is an unexpected or unanticipated
condition that is superimposed on an existing disease and that affects or modifies the
prognosis of the original disease or condition. Examples of a "atomliare

bleeding oinfections, following a Cosmetic Procedure, that require hospitalization.

11 Physical, psychiatric or psychological exams, testing, all forms of vaccinations and
immunizations or treatmentsien:

- Required solely fgurposes of education, sports or camp, travel, career or
employment, insurance, marriage or adoption; or as a result of incarceration.

- Conducted for purposes of medical research. This exclusion does not apply to
Covered Health Séres provided duringGlinical Trial for which Benefits are
provided as described un@dnical Trials Section 6Additional Coverage Details

- Related to judicial or administrative proceedings or orders.

- Required to obtain or maintain a license ofyaey
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SECTION-LLAIMS ROCEDURES

What this section includes:
Yy How Network and nosNetwork claims work.

Yy What to do if your claim is denied, in whole pait.

Network Benefits

In general, if you receive Covered Health Services from a Network provide
UnitedHealthcare will pay the Physician or facility directly. If a Network provider bills you
for any Covered Health Service other than your Copay or @noesynlease contact the
provider or call UnitedHealthcare at the phone number on your Ibcassistance.

Keep in mind, you are responsible for meeting the Annual Deductible and paying any Copay
or Coinsurance owed to a Network provider at the tirmerate, or when you receive a bill
from the provider.

NonNetwork Benefits

If you receive a lbfor Covered Health Services from a-iNatwork provideryou (or the
provider if they prefer) must send the bill to UnitedHealthcare for processing. $armake
the claim is processed promptly and accurately, a completed claim form must be attached
ard mailed to UnitedHealthcare at the addreg®ur ID card

If Your Provider Does Not File Your Claim

You can obtain a claim follmy visitingvww.myuhc.com, calling the tefree number on

your ID card or contactingpurHuman Resourc&epartmentlf you do not have a claim

form, simply attach a brief letter of explanation to the bill, and verify that the bill contains
the infomation listed below. If any of these items are missing from the bill, you can include

them in your letter:

Yy Your name and ddess.

The patient's name, age and relationship to the Participant.

The number as shown on your ID card.

The name, address and tantdication number of the provider of the service(s).
A diagnosis from the Physician.

The date of service.

S IE SIS

An itemized Hifrom the provider that includes:

- TheCurrent Procedural Terminologgo(esT)

- A description of, and the charge for, each service

- The date the Sickness or Injury began.

- A statement indicating either that you are, or you are not, enrolled for coverage
under any other health insurance plan or program. If you are enrolled for other
coverage you mustinclude the name and addresethighearrier(s).
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Failure to provide all the information listed above may delay any reimbursement that may be
due you.

For medical claims, the above information should be filed with UnitedHealthcare at the
address on your ID card.

After UnitedHealthcare has processed your claim, you will receive payment for Benefits that
the Plan allows. It is your responsibility to pagdineNetwork provider the charges you
incurred, including any difference between what you were billed and whatghel Pl

Payment of Benefits

When you assign your Benefits under the Plan to-Betaork provider with
UnitedHealthcare's consent, andibe-Network provider submits a claim for payment,
you and the noiNetwork provider represent and warrant that theefed Health Services
were actually provided and were medically appropriate.

To be recognized as a valid assignment of Benefits undantitbdPassignment must

reflect the Covered Person's agreement that ta@t@mork provider will be entitled td al

the Covered Person's rights under the Plan and applicable state and federal laws, including
legally required notices and procedural revencerning the Covered Person's Benefits,

and that the Covered Person will no longer be entitled to thosdfraghtsssignment form

does not comply with this requirement, but directs that your benefit payment should be
made directly to the providemitedHealthcare may in its discretion make payment of the
benefits directly to the provider for your conveniendeyibh treat you, rather than the

provider, as the beneficiary of your claim. If Benefits are assigned or paymentto a non
Network providers madeylissVICreserves the right to offset Benefits to be paid to the
provider by any amounts that the provaeesMissVIC(including amounts owed as a

result of the assignment of other plans' overpayment recovery rights to the Plan) pursuant to
Refod of Overpaymerection 10Coordination of Benefits

The Plarwill pay Benefits to you unless

Yy The provider submits a claim form to UnitedHealthcare that you have provided signed
authorization to assign Benefits directly to that provider.

Yy You make avritten request for the neldetwork provider to be paid directly at the time
you submit your claim.

UnitedHealthcare will only pay Benefits to you or, with written authorization by you, your
Provider, and not to a third party, even if your provider garodnave assigned Benefits
to that third party.

Form of Payment of Benefits

Payment of Benefits dar the Plan shall be in cash or cash equivalents, orin the form of
other consideration that UnitedHealthcare in its discretion determines to be atlegrate.
Benefits are payable directly to a provider, such adequate consideration includes the
forgiveress in whole or in part of amounts the provider owes to other plans for which
UnitedHealthcare makes payments, where the Plan has taken an assignoteet of the
plans' recovery rights for value.
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Health Statements

Each month in which UnitedHealthcare psses at least one claim for you or a covered
Dependent, you will receive a Health Statement in the mail. Health Statements make it easy
for you to managewyr family's medical costs by providing claims information itoeasy
understand terms.

If you wouldrather track claims for yourself and your covered Dependents online, you may
do so atvww.myuhc.com You may also elect to discontinue receipt of paper Health
Statements by making the appropriate selection on this site.

Explanation of Benefits (EOB)

Youmay request that UnitedHealthcare send you a paper copy of an Explanation of
Benefits (EOB) afterrpcessing the claim. The EOB will let you know if there is any portion
of the claim you need to pay. If any claims are denied in whole or in part, thé EOB w
include the reason for the denial or partial payment. If you would like paper copies of the
EOBs, you may call the tdtiee number on your ID card to request them. You can also
view and print all of your EOBs onlinevatw.myuhc.com See Section 1@|ossaryor

the definition of Explanation of Benefits.

Important - Timely Filing of Non -Network Claims
All claim forms for notiNetwork services must be submitted within 12 months aftey the
date of service. Otherwise, the Plan wilpaptany Benefits for that Eligible Expensg, or
Benefits will be reduced, as determined by UnitedHealiftisré2month requiremeng
does not apply if you are legally incapacitated. If your claim relates to an Inpatiept Stay,
the date of service is tlge your Inpatient Stay ends.

Claim Denials and Appeals

If Your Claim is Denied

If a claim for Benefits is denied in part or in whole, you may call UnitedHealthcare at the
number on your ID card before requesting a formal appeal. If UnitedHealthcare canno
resolve the issue to your satisfaction over the phone, you have the right to file a formal
appeal as described below.

How to Appeal a Denied Claim

If you wish to appeal a denied-pegvice request for Benefits, pgetvice claim or a

rescission of covage as described below, you or your authorized representative must

submit your appeal in writing within 180 days of receiving the adverse benefit determination.
You do not need to submit urgent care appeals in writing. This communication should
include:

Yy Thepatient's name and ID number as shown on the ID card.

Yy The provider's name.

Yy The date of medical service.

Yy The reason you disagree with the denial.
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Yy Any documentation or other written information to support your request.

First Level Review

Step 1

You muspresent a written complaint to the Customer Care representative at United
HealthCare. You, your designee or guardian, your Physician or your health care provider
may file the appeal.

Written complaints should be addressed to:

United HealthCare

Central Esdation Unit

PO Box 659735

San Antonio, TX 7826%735

Step 2
United HealthCare will acknowledge, in writing, the receipt of your appeal within 3 days and
request all the information required to evaluate your case.

Step 3.

A formal decision will be made witi5 days after receipt of all required information. You
will be notified orally of the decision and written notice will be sent following oral
notification.

For urgent care requests for Benefits that have been denied, you or your provider can call
UnitedHealthcare at the tdiee number on your ID card to request an appeal.

Types of claims
The timing of the claims appeal process is based on the type of claim you are agpealing.
If you wish to appeal a claim, it helps to understand whether it is an:
Yy Urgentcare request for Benefits.

Yy Preservice request for Benefits.
Yy Postservice claim.

y' Concurrent claim.

Review of an Appeal
UnitedHealthcare will conduct a full and fair review of your appeal. The appeal may be

reviewed by:
Yy An appropriatendividual(s) who didot make the initial benefit determination.

y A health care professional with appropriate expertise who was not consulted during the
initial benefit determination process.

Once the review is complete, if UnitedHealthcare upholds thke den will receive
written explanation of the reasons and facts relating to the denial.
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Filing a Second Appeal

Your Plan offers two levels of appeal. If you are not satisfied with the first level appeal
decision, you have the right to request a ddewal appeal from UnitedHealthcare within
60 days from receipt of the first level appeal determination.

Note: Uponwritten request and free of charge, any Covered Persons may examine their
claim and/or appeals file(s). Covered Persons may also sulanides\apinions and

comments as part of the internal claims review process. UnitedHealthcare will review all
claimsin accordance with the rules established ky.$ieéDepartment of Laky Covered

Person will be automatically provided, free of clardeufficiently in advance of the date

on which the notice of final internal adverse benefit determinationredreguh: (i) any

new or additional evidence considered, relied upon or generated by the Plan in connection
with the claim; and, (i) eas®nable opportunity for any Covered Person to respond to such
new evidence or rationale.

Administrative Complaints

If you have a complaint concerning products, services, operations or protocols, you should
contact oulCustomer Carepartment at the telepne number shown on your ID card.

Customer Cezpresentatives are available to take your call during reguésstusirs,
Monday through Friday. At other times, you may leave a message on vo{Castaihek
Careaepresentative will return youl.clilyou would rather send your complaint to us in
writing at this point, th€ustomer Cegpresentative can prde you with the appropriate
address.

External Independent Review Program

If we make a final determination to deny Benefits, you may thosgesst an
independent external review. This program only applies if our decision is based on either of
the follawing:

y  Clinical reasons.

Yy The exclusion for Experimental, Investigational or Unproven Services.

Step 1.

Within 30 days after you receive anithotice of United HealthCare's decision, you must
send a written request to United HealthCare, at the addressrathading any information
or documentation to support your request for the covered service or claim for a covered
service.

Step 2:
United HealthCare will respond to the request within 30 days and shall:

y' provide for the joint selection of an externagreshdent reviewer by you, your
Physician or other health care provider and United HealthCare; and
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y  forward to the independent reviewer alliocad records and supporting documentation
pertaining to the case.

Step 3:

The independent reviewer will make asecivithin 5 days after the receipt of all necessary
information. The Decision of the independent review is final.

If your request requir@simediate attention because delay would significantly increase the
risk to your health or when extended healthsemvices for a current course of treatment

are at issue, United HealthCare shall seek to expedite the external independent review. We
will notify you of the reviewer's determination no more than 24 hours after receipt of all
necessary information.

FederaExternal Review Program

If, after exhausting your internal appeals, you are not satisfied with the determination made
by UnitedHealthcareor if UnitedHealthcarils to respond to your appeal in accordance

with applicable regulations regarding tinyimg may be entitled to request an external

review of UnitedHealthc&ealetermination. The process is available aangecto you.

If one of the above conditions is met, you may request an external review of adverse benefit
determinations based upon any of the following:

y  Clinical reasons.

Yy The exclusions for Experimental or Investigational Service(s) or Unproven Service(s)

Yy Rescission of coverage (coverage that was cancelled or discontinued retroactively).

Yy As otherwise required by applicable law.

You or your representative may request a standard external review by sending a written
request to the address set out in therdetation letter. You or your representative may
request an expedited external review, in urgent situations as detailed below, by calling the
number on your ID card or by sending a written request to the address setout in the
determination letter. A regienust be made within four months after the date you received
UnitedHealthcale decision.

An external review request should include all of the following:

A specific request for an external review.
The Covered Person's name, address, and insuranced& .num

Your designated representative's name and address, when applicable.

<SS S

The service that was denied.

Yy Any new, relevant information that was not provided during the internal appeal.

An external review will be performed by an Independent Review OrgafiR&xjon
UnitedHealthcare has entered into agreements with three or more IROs that have agreed to
perform such reviews. There are two types of external reviews available:
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y A standard external review.
Yy An expedited external review.

Standard External Review
A standard external review is comprised of all of the following:

y A preliminary review by UnitedHealthcare of the request.
y A referral of the request by UnitedHealthcare to the IRO.

Yy A decision by the IRO.

Within the applicable timeframe after receipt of theségUnitedHealthcare will complete
a preliminary review to determine whether the individual for whom the request was
submitted meets all of the following:

Yy Is orwas covered under the Plan at the time the health care service or procedure that is
at issudn the request was provided.

Yy Has exhausted the applicable internal appeals process.

Yy Has provided all the information and forms required so that UnitedHealthcare may
process the request.

After UnitedHealthcare completes the preliminary revietedHealthare will issue a
notification in writing to you. If the request is eligible for external review, UnitedHealthcare
will assign an IRO to conduct such review. UnitedHealthcare will assign requests by either
rotating claims assignments amontR@s or by usg a random selection process.

The IRO will notify you in writing of the request's eligibility and acceptance for external
review. You may submit in writing to the IRO within ten business days following the date of
receipt of the notice adidmal informé#on that the IRO will consider when conducting the
external review. The IRO is not required to, but may, accept and consider additional
information submitted by you after ten business days.

UnitedHealthcare will provide to the assigned IR@dtumentsna information
considered in making UnitedHealth'sagdletermination. The documents include:

y  All relevant medical records.
y" All other documents relied upon by UnitedHealthcare

y" All other information or evidence that you or your Physicianitsdrf thee is any
information or evidence you or your Physician wish to submit that was not previously
provided, you may include this information with your external review request and
UnitedHealthcare will include it with the documents forwardeel iRa@h

In reahing a decision, the IRO will review the claim as new and not be bound by any
decisions or conclusions reached by UnitedHealtita¢RO will provide written notice

of its determination (the "Final External Review Decision") within gaftkayit reeives

the request for the external review (unless they request additional time and you agree). The
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IRO will deliver the notice of Final External Review Decision to you and UnitedHealthcare,
and it will include the clinical basis for the ohetetion.

Upon receipt of a Final External Review Decision reversing

UnitedHealthcardetermination, the Plan will immediately provide coverage or payment for
the benefit claim at issue in accordance with the terms and conditions of the Plan, and any
appicable law garding plan remedies. If the Final External Review Decision is that
payment or referral will not be made, the Plan will not be obligated to provide Benefits for
the health care service or procedure.

Expedited External Review

An expedited exteal reviewsi similar to a standard external review. The most significant
difference between the two is that the time periods for completing certain portions of the
review process are much shorter, and in some instances you may file an expedited external
review beforeompleting the internal appeals process.

You may make a written or verbal request for an expedited external review if you receive
either of the following:

Yy An adverse benefit determination of a claim or appeal if the adverse benefit
determinabn involvesa medical condition for which the time frame for completion of
an expedited internal appeal would seriously jeopardize the life or health of the
individual or would jeopardize the individual's ability to regain maximum function and
you have led a requesor an expedited internal appeal.

Yy A final appeal decision, if the determination involves a medical condition where the
timeframe for completion of a standard external review would seriously jeopardize the
life or health of the individual oould jeopardie the individual's ability to regain
maximum function, or if the final appeal decision concerns an admission, availability of
care, continued stay, or health care service, procedure or product for which the
individual received emergency sesyibut hasot been discharged from a facility.

Immediately upon receipt of the request, UnitedHealthcare will determine whether the
individual meets both of the following:

y Is orwas covered under the Plan at the time the health care service or finatesiure
at ssue in the request was provided.

y' Has provided all the information and forms required so that UnitedHealthcare may
process the request.

After UnitedHealthcare completes the review, UnitedHealthcare will immediately send a
notice in writing tyou. Upon aetermination that a request is eligible for expedited

external review, UnitedHealthcare will assign an IRO in the same manner UnitedHealthcare
utilizes to assign standard external reviews to IROs. UnitedHealthcare will provide all
necessary @aments anchformation considered in making the adverse benefit

determination or final adverse benefit determination to the assigned IRO electronically or by
telephone or facsimile or any other available expeditious method. The IRO, to the extent the
information or desuments are available and the IRO considers them appropriate, must
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consider the same type of information and documents considered in a standard external
review.

In reaching a decision, the IRO will review the claim as new and not be boynd by a
decision®r conclusions reached by UnitedHealthddre IRO will provide notice of the

final external review decision for an expedited external review as expeditiously as the
claimant's medical condition or circumstances require, but in no evehama@ghows

after the IRO receives the request. If the initial notice is notin writing, within 48 hours after
the date of providing the initial notice, the assigned IRO will provide written confirmation of
the decision to you and to UnitedHealthcare.

You may contadJnitedHealthcare at the tbkke number on your ID card for more
information regarding external review rights, or if making a verbal request for an expedited
external review.

Timing of Appeals Determinations

Separate schedules apply tdithiag of clans appeals, depending on the type of claim.
There are three types of claims:

y' Urgent care request for Benefitsrequest for Benefits provided in connection with
urgent care services.

Yy PreService request for Benefitsrequest for Benefitghich the RIn must approve or
in which you must notify UnitedHealthcare beforeurgent care is provided.

Yy PostService a claim for reimbursement of the cost of-nogent care that has already
been provided.

Please note that the decisiomased only on whether not Benefits are available under the
Plan for the proposed treatment or procedure.

You may have the right to external review throu@yidapendent Review OrgafiR&tjon

upon the completion of the internal appeal processudtisirs regarding asych rights,

and how to access those rights, will be provided in the Claims Administrator's decision letter
to you.

The tables below describe the time frames which you and UnitedHealthcare are required to
follow.
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Urgent Care Requestdr Benefits

Type of Request for Benefits or Appeal

Timing

If your request for Benefits is incomplete, UnitedHealthcd
must notify you within:

24 hours

You must then provide completed request for Benefits tg
UnitedHealthcare within:

48 hoursafter
receiving notice of
additonal information
required

UnitedHealthcare must notify you of the benefit
determination within:

72 hours

If UnitedHealthcare denies your request for Benefits, yol
must appeal an adverse benefit determination nthiater

180 daysfter
receiving the agrse
benefit determination

UnitedHealthcare must notify you of the appeal decision

within:

72 hoursafter
receiving the appea

“You do not need to submit urgent care appeals in writing. You shainitedtiealthcare a

soon as possible to appeal@ent care request for Benefits.

Pre-Service Request for Benefits

Type of Request for Benefits or Appeal Timing

If your request for Benefits is filed improperly, 5 davs
UnitedHealthcare must notify ywithin: y
If your request for Benefits is incontgléJnitedHealthcare 15 davs
must notify you within: y
You must then provide completed request for Benefits 45 davs
information to UnitedHealthcare within: y
UnitedHealthcare must notify you of benefit determination:
y if the initial request for Benefisscomplete, within: 15 days
y after receiving the completed request for Benefits (if |

initial request for Benefits is incomplete), within: 15 days

You must appeal an adverse bedeférmination no later
than:

180 daysfter
receiving the advers
bendit determination

UnitedHealthcare must notify you of the first level appea|
decision within:

15 daysafter receiving
the first level appeal
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Pre-Service Request for Benefits

Type of Request for Benefits or Appeal

Timing

You must appeal the first level appealdfsecond level
appeal) within:

60 daysafter receiving
the first leel appeal
decision

UnitedHealthcare must notify you of the second level ap
decision within:

15 daysafter receiving
the second level app4

*UnitedHealthcare may requirengtime extension for the initial claim determination, of r
more than 15 dayonly if more time is needed due to circumstances beyond control of

PostService Claims

Type of Claim or Appeal Timing

If .yo.ur. claim is incompletelnitedHealthcare must notify yq 30 days
within:
You must then provide completed clainorimfation to 45 davs
UnitedHealthcare within: y
UnitedHealthcare must notify you of the benefit determination:
y if the initial claim is complete, within: 30 days
y after receiving the completed claim (if the initial claim

incomplete), within: 30 days

Youmust appeal an adverse benefit determination no laf
than:

180 daysfter
receiving the advers
benefit determination

UnitedHealthcare must notify you of the first level appea|
decision within:

30 daysafter receiving
the first level appeal

You must apegal the first level appeal (file a second level
appealyvithin:

60 daysafter receiving
the first level appeal
decision

UnitedHealthcare must notify you of the second level ap
decision within:

30 daysafter receiving
the second level appg

Concurrernt Care Claims

If an on-going course of treatment wasvmasly approved for a specific period of time or
number of treatments, and your request to extend the treatment is an urgent care request for

Benefits as defined above, your request will be detthied?4 hours, provided your
request is made at leagéthdurs prior to the end of the approved treatment.
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UnitedHealthcare will make a determination on your request for the extended treatment
within 24 hours from receipt of your request.

If your requestor extended treatment is not made at least 24 haurtophe end of the
approved treatment, the request will be treated as an urgent care request for Benefits and
decided according to the timeframes described above. {jamgrtourse of treatment

was previously approved for a specific period of timenober of treatments, and you

request to extend treatment in a4uogent circumstance, your request will be considered a
new request and decided according togmrsice or prservice timeframeshichever

applies.

Limitation of Action

You may not brig any action in law or in equity under the Plan unless you have exhausted

the Plands claims procedures described in th
with the timeframes set forth Bier. No lawsuit may be commenced or maintained to

recove Benefits or any other relief under this Plan after the date that is twelve (12) months

after the date on which you are notified of a final decision regarding the claim under the

Pl ands culuesi ms proced

Any action by any party relating to or arisirtputne Plan may be brought and resolved

only in federal court in the U.S. District Court for the Southern District of lllinois or in state

court in the Circuit Court of any lllinois County in whighRarticipating School District
resides.Inanyactiomach party shal/l be responsible for
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SECTION tCOORDIATION OF BENEFITOB}

What this section includes:
Yy How your Benefitsinder this Plan coordinate with othexdical plans.

Yy How coverage is affected if you become eligible for Medicare.

Yy Procedures in the event the Plan overpays Benefits.

Coordination of Benefits (COB) applies to you if you are covered by more than one health
benefits plan, including any onehef following:

Yy Another employer sponsored health benefits plan.
Yy A medical component of a group leegn care plan, such as skilled nursing care.

y" No-fault or traditional "fault" type medical payment benefits or pergonal
protection benefits under amainsurance policy.

Yy Medical payment benefits under any premises liability or other types of liability coverage.
Yy Medicare or other governmental health benefit.

If coverage is provided under two or more plans, COBrdeésrwhich plan is primary

and whiclplan is secondary. The plan considered primary pays its benefits first, without
regard to the possibility that another plan may cover some expenses. Any remaining
expenses may be paid under the other plan, whiclsidered secondary. The secondary
planmay determine its benefits based on the benefits paid by the primary plan. How much
this Plan will reimburse you, if anything, will also depend in part on the allowable expense.
The term, "allowable expense,"” is furéxplained below.

Don't forget to update your Dependents' Medical Coverage Information
Avoid delays on your Dependent claims by updating your Dependent's medical ¢overage
information. Just log on w@ww.myuhc.comor call the tolfree number on your ID
card to update your COB information. You will need the name of your Dependeijt's
other medical coverage, along with the policy number.

Determining Which Plan is Primary

Order of Benefit Determination Rules

If you are covered by two or more plans [teefit payment follows the rules below in this
order:

y" This Plan will always be secondary to medical payment coverage or personal injury
protection coverage under any auto liability daunlbinsurance policy.

Yy When wpu have coverage under two or moreicaéglans and only one has COB
provisions, the plan without COB provisions will pay benefits first.

Yy A plan that covers a person as an employee pays benefits before a plan that covers the
person as a dependent.
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y If youare receiving COBRA continuation cagerunder another employer plan, this
Plan will pay Benefits first.

Yy Your dependent children will receive primary coverage from the parent whose birth date
occurs first in a calendar year. If both parents have thbighrdate, the plan that
pays benefitfirst is the one that has been in effect the longest. This birthday rule applies
only if:

- The parents are married or living together whether or notthey have ever been
married and not legally separated.

- A court decre awards joint custody without speuifyhat one party has the
responsibility to provide health care coverage.

Yy If two or more plans cover a dependent child of divorced or separated parents and if
there is no court decree stating that one parent ims#isipdor health care, the child
will be covered under the plan of:

- The parent with custody of the child; then

- The Spouse of the parent with custody of the child; then
- The parent not having custody of the child; then

- The Spouse of the parent not havirgjamly of the child.

<,

Plans for activemployees pay before plans coveringféat retired employees.

<,

The plan that has covered the individual claimant the longest will pay first.

<,

Finally, if none of the above rules determines which plan is prirergyratasy, the
allowable expenses shalshared equally between the plans meeting the definition of
Plan. In addition, this Plan will not pay more than it would have paid had it been the
primary Plan.

The following examples illustrate how the Plan datessmihich plan pays first and which
plan pays second.

Determining Primary and Secondary Plan Examples
1) Let's say you and your Spouse both have family medical coverage through your
respective employers. You are unwell and go to see a Physiciaru'i@imnoegeed as §
Participant under ih Plan, and as a Dependent under your Spouse's plan, this Plan will
pay Benefits for the Physician's office visit first.
2) Again, let's say you and your Spouse both have family medical coverage through your
respectig employers. You take your Dependeitt o see a Physician. This Plan wi|
look at your birthday and your Spouse's birthday to determine which plan pays ffst. If

you were born on June 11 and your Spouse was born on May 30, your Spouse'$ plan will
pay frst.

When This Plan is Secondary

If this Plan is secondattydetermines the amount it will pay for a Covered Health Service
by following the steps below.

Yy The Plan determines the amount it would have paid based on the allowable expense.
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Yy The Plan pays the entire difference betweealldhable expense and the amount paid
by the primary planas long as this amount is not more than the Plan would have paid
had it been the only plan involved.

You will be responsible for any Copay, Coinsurance or Deductible payments as part of the
COB pamentThe maximum combined payment you may receive from all plans cannot
exceed 100% of the allowable expense.

Determining the Allowable Expense If This Plan is Secondary

What is an allowable expense?
For purposes of COB, an allowable expense is adezalépense that is covered at
least in part by one of the health benefit plans covering you.

When the provider is a Network provider for both the primary plan and this Plan, the
allowable expense is the primary plan's network rate. When the prowieterak a

provider for the primary plan and a fiéatwork provider for this Plan, the allowable

expense is the primary plan's network rate. When the provider-Network provider

for the primary plan and a Network provider for this Plan, the allaxabeles is the

reasonable and customary charges allowed by the primary plan. When the provider is a non
Network provider for both the primary plan and this Plan, the allowable expense is the
greater of the two Plans' reasonable and customary chargeglaf ihsecondary to

Medicare, please also refer to the discussion in the section below, titled "Determining the
Allowable Expense When This Plan is Secondary to Medicare".

When a Covered Person Qualifies for Medicare

Determining Which Plan is Primary

As pernitted by law, this Plan will pay Benefits second to Medicare when you become
eligible for Medicare, even if you don't elect it. There are, however, hbglickere
individuals for whom the Plan pays Benefits first and Medicare pays benefits second:

Yy Employees with active current employment status age 65 or older and their Spouses age
65 or older (however, domestic partners are excluded as provided by Medicare).

Yy Individuals with endtage renal disease, for a limited period of time.

y' Disabled individus uncer age 65 with current employment status and their Dependents
under age 65.

Determining the Allowable Expense When This Plan is Secondary to Medicare

If this Plan is secondary to Medicare, the Medicare approved amount is the allowable
expense, as Igrastie provider accepts reimbursement directly from Medicare. If the
provider accepts reimbursement directly from Medicare, the Medicare approved amountis
the charge that Medicare has determined that it will recognize and which it reports on an
"explantion of Medicare benefits" issued by Medicare (the "EOMB") for a given service.
Medicare typically reimburses such providers a percentage of its approviedftdrarge

80%.
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If the provider does not accept assignment of your Medicare benefits, the Meticare
charge (the most a provider can charge you if they don't accept Méghzally 115% of
the Medicare approved amount) will be the allowable expense. Medicare payments,
combined with Plan Benefits, will not exceed 100% of the allowableeexpens

If you are eligible for, but not enrolled in, Medicare, and this Plan is secondary to Medicare,
or if you have enrolled in Medicare but choose to obtain services from a provider that does
not participate in the Medicare program (as opposed to a pndadires not accept
assignment of Medicare benefits), Benefits will be paid on a secondary basis under this Plan
and will be determined as if you timely enrolled in Medicare and obtained services from a
Medicare participating provider.

When calculating ¢hPlars Benefits in these situations, and when Medicare does not issue

an EOMB, for administrative convenience UnitedHealthcare will treat the provider's billed
charges for covered services as the allowable expense for both the Plan and Medicare, rather
than the Medicare approved amount or Medicare limiting charge.

Medicare Crossover Program

The Plan offers a Medicare Crossover program for Medicare Part A and Part B and Durable
Medical Equipment (DME) claims. Under this program, you no longer hawe to file

sepaate claim with the Plan to receive secondary benefits for these expenses. Your
Dependent will also have this automated Crossover, as long as he or she is eligible for
Medicare and this Plan is your only secondary medical coverage.

Once the Medicafeart Aand Part B and DME carriers have reimbursed your health care
provider, the Medicare carrier will electronically submit the necessary information to the
Claims Administrator to process the balance of your claim under the provisions of this Plan.

Youcan vefy that the automated crossover took place when your copy of the explanation
of Medicare benefits (EOMB) states your claim has been forwarded to your secondary
carrier.

This crossover process does not apply to expenses under Part A of Medpdate (hos
expenses) and to expenses under Part B (Physician office visits) and DME Medicare
expenses or expenses that Medicare does not cover. You must continue to file claims for
these expenses.

For information about enrolliment or if you have questions tid®opbgram, call the
telephone number listed your ID card

Right to Receive and Release Needed Information

Certain facts about health care coverage and services are needed to apply these COB rules
and to determinkenefits payable under this Plan and otaas pUnitedHealthcare may get

the facts needed from, or give them to, other organizations or persons for the purpose of
applying these rules and determining benefits payable under this Plan and other plans
coveing the person claiming benefits.
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UnitedHedhcare does not need to tell, or get the consent of, any person to do this. Each
person claiming benefits under this Plan must give UnitedHealthcare any facts needed to
apply those rules and determine benefishba If you do not provide UnitedHealtkecar

the information needed to apply these rules and determine the Benefits payable, your claim
for Benefits will be denied.

Overpayment and Underpayment of Benefits

If you are covered under more than one medaral fhlere is a possibility that the other
plan will pay a benefit that the Plan should have paid. If this occurs, the Plan may pay the
other plan the amount owed.

If the Plan pays you more than it owes under this COB provision, you should pay the excess
back promptly. Otherwis®lissVIC may recovethe amount in the form of salary, wages,

or benefits payable under dhgsVICsponsored benefit plans, including this Plan.
MissVICalso reserves the right to recover any overpayment by legal action or offset
payments on future Eligible Expenses.

If the Plan overpays a health care provider, UnitedHealthcare reserves the right to recover
the excess amount from the provider pursudefiend of Overpayrbefdsy.

Refund of Overpayments

If the Plan pays fddenefits for expenses incurred on account @varé€d Person, that
Covered Person, or any other person or organization that was paid, must make a refund to
the Plan if:

y  The Plan's obligation to pay Benefits was contingent on the expenses incurred being
legally owed and paid by the Covered Persorll busame of the expenses were not
paid by the Covered Person or did not legally have to be paid by the Covered Person.

y All or some of the payment the Plan made exceeded the Benefits under the Plan.
y  All or ome of the payment was made in error.

The amounthat must be refunded equals the amountthe Plan paid in excess of the amount
that should have been paid under the Plan. If the refund is due from another person or
organization, the Covered Person agrdesigdhe Plan get the refund when requested.

If the refund is due from the Covered Person and the Covered Person does not promptly
refund the full amount owed, the Plan may recover the overpayment by reallocating the
overpaid amount to pay, in whole gpamt, future Benefits for the Covered Persahdre

payable under the Plan. If the refund is due from a person or organization other than the
Covered Person, the Plan may recover the overpayment by reallocating the overpaid amount
to pay, in whole or ipart, (i) future Benefits that are payablenmection with services

provided to other Covered Persons under the Plan; or (ii) future Benefits that are payable in
connection with services provided to persons under other plans for which UnitedHealthcare
makes payments, pursuant to a transactionadh i@ Plan’'s overpayment recovery rights

are assigned to such other plans in exchange for such plans' remittance of the amount of the
reallocated payment. The reallocated payment amount will equal th@binevetuired

refund or, if less than thelfamount of the required refund, will be deducted from the
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amount of refund owed to the Plan. The Plan may have other rights in addition to the right
to reallocate overpaid amounts and other enumeratedinightting the right to
commence a legal action
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SECTION 15UBROGHAON AND REIMBURSEWE

The Plan has a right to subrogation and reimbursemenmn&sseie "you" or "your" in
this Subrogation and Reimbursement section shall include you, your estate and your heirs
and beneficiaries unless otheevatated.

Subrogation applies when the plan has paid Benefits on your behalf for a Sickness or Injury
for which any third party is allegedly to be responsible. The right to subrogation means that
the Plan is substituted to and shall succeed to anylegal allaims that you may be

entitled to pursue against any third party for the Benefits that the Plail ttizest are

related to the Sickness or Injury for which any third party is considered responsible.

Subrogation- Example
Suppose you are injuredai car accident that is not your fault, and you receive Berjefits
under the Plan to treat yanjuries. Under subrogation, the Plan has the right to take
legal action in your name against the driver who caused the accident and that dfiver's
insurance caer to recover the cost of those Benefits.

The right to reimbursement means that if it isedll#fgat any third party caused or is
responsible for a Sickness or Injury for which you receive a settlement, judgment, or other
recovery from any third partpuymust use those proceeds to fully return to the Plan 100%
of any Benefits you receive forttSekness or Injury. The right of reimbursement shall

apply to any Benefits received at any time until the rights are extinguished, resolved or
waived in writig.

Reimbursement- Example

Suppose you are injured in a boating accident that is not ypanthytiu receive
Benefits under the Plan as a result of your injuries. In addition, you receive a seftlement in
a court proceeding from the individual who chtiseaccident. You must use the
settlement funds to return to the plan 100% of any Benefiteggved to treat your
injuries.

The following persons and entities are considered third parties:

Yy A person or entity alleged to have caused you to suffenesSjénjury or damages, or
who is legally responsible for the Sickness, Injury or damages.

Any insurer or other indemnifier of any person or entity alleged to have caused or who
caused the Sickness, Injury or damages.

y
Yy Your Empl oyer i ntionecaswar otHeenratteballegingriigbityn s a
y

Any person or entity who is or may be obligatgudvide Benefits or payments to you,
including Benefits or payments for underinsured or uninsured motorist proteetion, no
fault or traditional auto insuranceedical payment coverage (auto, homeowners or
otherwise), workers' compensation coverage,ingiueance carriers or third party
administrators.
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y

Any person or entity againstwhom you may have any claim for professional and/or legal
malpractice arising aaftor connected to a Sickness or Injury you allege or could have
alleged were the respongybdif any third party.

Any person or entity that is liable for payment to you on any equitable or legal liability
theory.

You agree as follows:

y

You will cooperatwith the Plan in protecting its legal and equitable rights to
subrogation and reimbursemarditimely manner, including, but not limited to:

- Notifying the Plan, in writing, of any potential legal claim(s) you may have against
any third party for actshieh caused Benefits to be paid or become payable.

- Providing any relevant information requebtethe Plan.

- Signing and/or delivering such documents as the Plan or its agents reasonably
request to secure the subrogation and reimbursement claim.

- Respondingp requests for information about any accident or injuries.

- Making court appearances.

- Obtainirg the Plan's consent or its agents' consent before releasing any party from
liability or payment of medical expenses.

- Complying with the terms of this section.

Your failure to cooperate with the Plan is considered a breach of contract. As such, the
Plan fas the right to terminate your Benefits, deny future Benefits, take legal action
against you, and/or set off from any future Benefits the value of Beneflis thasP?

paid relating to any Sickness or Injury alleged to have been caused or caus@d by any th
party to the extent not recovered by the Plan due to you or your representative not
cooperating with the Plan. If the Plan incurs attorneys' fees anual @aids io collect

third party settlement funds held by you or your representative, thesRtenrigdt to

recover those fees and costs from you. You will also be required to pay interest on any
amounts you hold which should have been returned tathe Pl

The Plan has a first priority right to receive payment on any claim against any third party
before you receive paymentfrom that third party. Further, the Plan's first priority right

to paymentis superior to any and all claims, debts or liens &ysamededical

providers, including but not limited to hospitals or emergency treatmees fahit

assert a right to payment from funds payable from or recovered from an allegedly
responsible third party and/or insurance carrier.

The Plan's subroga and reimbursement rights apply to full and partial settlements,
judgments, or otheecoveries paid or payable to you or your representative, your estate,
your heirs and beneficiaries, no matter how those proceeds are captioned or
characterized. Payntemclude, but are notlimited to, economic;@mnomic,

pecuniary, consortium andhjtive damages. The Plan is not required to help you to
pursue your claim for damages or personal injuries and no amount of associated costs,
including attorneys' fea$all be deducted from the Plan's recovery without the Plan's
express written conseND so-called "Fund Doctrine” or "Common Fund Doctrine" or
"Attorney's Fund Doctrine" shall defeat this right.
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Regardless of whether you have been fully compensatateornole, the Plan may

collect from you the proceeds of any full or partial recoatryah or your legal
representative obtain, whether in the form of a settlement (either before or after any
determination of liability) or judgment, no matter how {hmxeeds are captioned or
characterized. Proceeds from which the Plan may collet,itecltuare not limited to,
economic, nofeconomic, and punitive damages. No "collateral source" rule, any "Made
Whole Doctrine" or "Mak&vhole Doctrine," claim of urgtienrichment, nor any other
equitable limitation shall limit the Plan's subrogatioreamidursement rights.

Benefits paid by the Plan may also be considered to be Benefits advanced.

If you receive any payment from any party as a result of Sickngsy,arid the Plan
alleges some or all of those funds are due and owed to the Pdaa/goyour
representative shall hold those funds in trust, either in a separate bank account in your
name or in your representative's trust account.

By participatingniand accepting Benefits from the Plan, you agree that (i) any amounts
recovered by yduom any third party shall constitute Plan assets to the extent of the
amount of Plan Benefits provided on behalf of the Covered Person, (ii) you and your
representatd/ shall be fiduciaries of the Plan with respect to such amounts, and (iii) you
shall bdiable for and agree to pay any costs and fees (including reasonable attorney fees)
incurred by the Plan to enforce its reimbursement rights.

The Plan's rights to reay will not be reduced due to your own negligence.

By participating in and accepting@is from the Plan, you agree to assign to the Plan
any Benefits, claims or rights of recovery you have under any automobile policy
including nefault Benefits, PIBenefits and/or medical payment Benefitther

coverage or against any third paotyhe full extent of the Benefits the Plan has paid for
the Sickness or Injury. By agreeing to provide this assignmentin exchange for
participating in and acceptingh8is, you acknowledge and recognize the Plan's right
to assert, pursue and recoveany such claim, whether or not you choose to pursue
the claim, and you agree to this assignment voluntarily.

The Plan may, at its option, take necessary and appemtidatéo preserve its rights

under these provisions, including but not limited twiging or exchanging medical

payment information with an insurer, the insurer's legal representative or other third
party; filing a reimbursement lawsuit to recovdullh@mount of medical Benefits you

receive for the Sickness or Injury out of angsetit, judgment or other recovery from

any third party considered responsible and filing suit in your name or your estate's name,
which does not obligate the Plan nwaay to pay you part of any recovery the Plan

might obtain.

You may not accept any eettent that does not fully reimburse the Plan, without its
written approval.

The Plan has the authority and discretion to resolve all disputes regarding the
interpretaibn of the language stated herein.

In the case of your death, giving rise to any wriategth or survival claim, the
provisions of this section apply to your estate, the personal representative of your estate,
and your heirs or beneficiaries. In the chgeur death the Plan's right of
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reimbursement and right of subrogation shall appiglaim can be brought on behalf

of you or your estate that can include a claim for past medical expenses or damages. The
obligation to reimburse the Plan is not guished by a release of claims or settlement
agreement of any kind.

Yy No allocation of daages, settlement funds or any other recovery, by you, your estate,
the personal representative of your estate, your heirs, your beneficiaries or any other
person or pay, shall be valid if it does not reimburse the Plan for 100% of its interest
unless th@lan provides written consent to the allocation.

Yy The provisions of this section apply to the parents, guardian, or other representative of a
Dependent child who incuasSickness or Injury caused by any third party. If a parent or
guardian may bring aiciafor damages arising out of a minor's Sickness or Injury, the
terms of this subrogation and reimbursement clause shall apply to that claim.

y If a third party causes isralleged to have caused you to suffer a Sickness or Injury while
you are covered urrdhis Plan, the provisions of this section continue to apply, even
after you are no longer covered.

Yy In the event that you do not abide by the terms of the Plan ipgrtaimeimbursement,
the Plan may terminate Benefits to you, your dependents otithygapardeny future
Benefits, take legal action against you, and/or set off from any future Benefits the value
of Benefits the Plan has paid relating to any Sickrlegsy alleged to have been
caused or caused by any third party to the extent owtnest by the Plan due to your
failure to abide by the terms of the Plan. If the Plan incurs attorneys' fees and costs in
order to collect third party settlement fuhdisl by you or your representative, the Plan
has the right to recover those fees anid éasn you. You will also be required to pay
interest on any amounts you hold which should have been returned to the Plan.

y The Plan and all Administrators adminigighie terms and conditions of the Plan's
subrogation and reimbursement rights havepsweérs and duties as are necessary to
discharge its duties and functions, including the exercise of its discretionary authority to
(1) construe and enforce the termthefPlan's subrogation and reimbursement rights
and (2) make determinations with respethe subrogation amounts and
reimbursements owed to the Plan.

Right of Recovery
The Plan also has the right to recover Benefits it has paid on you or your Depesicdht

that were:

y  Madein error.

y Due to a mistake in fact.

Yy Advanced during the timenod of meeting the calendar year Deductible.

Yy Advanced during the time period of meeting theo®BBbcket Maximum for the
calendar year.

Benefits paid because yoyaur Dependent misrepresented facts are also subject to
recovery.
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If the Plan providesBenefit for you or your Dependent that exceeds the amount that
should have been paid, the Plan will:

Yy Require that the overpayment be returned when requested.

Yy Reduce &uture Benefit payment for you or your Dependent by the amount of the
overpayment.

If the Plan provides an advancement of Benefits to you or your Dependent during the time
period of meeting the Deductible and/or meeting thedBBocket Maximum for the

cdendar year, the Plan will send you or your Dependent a monthigrdtatentifying the

amount you owe with payment instructions. The Plan has the right to recover Benefits it has
advanced by:

Yy Submitting a reminder letter to you or a covered Dependedethils any outstanding
balance owed to the Plan.

y* Conducting coursy calls to you or a covered Dependent to discuss any outstanding
balance owed to the Plan.
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SECTION 12VHEN CZERAGE ENDS

What this section includes:
y* Circumstances that cause cowetagend.

y' How to continue coverage after it ends.

Your entitlement to Benefits automatically ends on the date that coverage ends, even if you
are hospitalized or are otherwise receiving medical treatment on that date.

When youcoverage enddlissVIC will still pay claims for Covered Health Services that

you received before your coverage ended. However, once your coverage ends, Benefits are
not provided for health services that you receive after coverage ended, eveniilythg unde
medical condition ocaed before your coverage ended.

Subject to any applicable policies of your Employer or any applicable collective bargaining
agreements that may allow your coverage to extend beyond such datesngma under

the Plan wilend on the earliest of:

Yy The d& your employment withour Employeends.

The date the Plan ends.

The dateyou stop making the required contributions.

The dateyou are no longer eligible.

The datdJnitedHealthcare receives written notice froanEmployetto end your
coverage,rahe date requested in the notice, if later.

<SS S

The dateyou retire under the Plan, unless specific coverage is available for retired
persons and you are eligible for toatrageas discussed in Section 2 of this Plan
Summary

Subject to any applicaplelicies of your Employer or any applicable collective bargaining
agreements that may allow your coverage to extend beyond suchedatgs tor your
eligible Dependentsll end on the earliest of:

Yy The date your coverage ends.

The dateyou stop makintihhe required contributions.

y

Yy The datdJnitedHealthcare receives written notice froonEmployeito end your
coverage, or the date requested in the nolater if

y

Thelast day of the mongfour Dependents no longer qualify as Dependents under this
Plan.

Other Events Ending Your Coverage

The Plan will provide at least thirty days' prior written notice to you that your coverage will
end on the date id#fied in the notice if you commit an act, practice, or omission that
constituted fraud, or an int@amal misrepresentation of a material fact including, but not
limited to, knowingly providing incorrect information relating to another person'gyeligibili
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or status as a Dependent. You may appeal this decision duringahe8fice period. The
noticewill contain information on how to pursue your appeal.

Note: If UnitedHealthcare arMissVIC find that you have performed an act, practice, or
omission tat constitutes fraud, or have made an intentional misrepresentation of material
fact,MissVIC has theight to demand that you pay back all BerMf#svIC paid to you,

or paid in your name, during the time you were incorrectly covered under the Plan.

Cowrage for a Disabled Dependent Child

Coverage for an unmarried enrolled Dependent child who isdlisdildhot end just

because the child has reached a certain age. The Plan will extend the coverage for that child
beyond the limiting age if both of tlidldwing are true regarding the enrolled Dependent

child:

Yy Is not able to be sedfupporting becausémental or physical handicap or disability.
y Depends mainly on you for support.

Coverage will continue as long as the enrolled Dependent is mediiiatlyasedisabled
and dependent unless coverage is otherwise terminated in accordance with tliieeterms o
Plan.

The Plan will ask you to furnish proof of the medical certification of disability within 31 days
of the date coverage would otherwise haveldraause the child reached a certain age.
Before the Plan agrees to this extension of coveralge éhiltl, the Plan may require that a
Physician chosen by the Plan examine the child. The Plan will pay for that examination.

The Plan may continue to gski for proof that the child continues to be disabled and
dependent. Such proof mightinclude meei@hinations at the Plan's expense. However,
the Plan will not ask for this information more than once a year.

If you do not provide proof of the childisability and dependency within 31 days of the
Plan's request as described above, coverage trilthaill end.

Continuing Coverage Through COBRA

If you lose your Plan coverage, you may have the right to extend it uGdesdfidated
Omnibus Budget Reconciliation Act of 1985 &S@BRA9d in Section Glpssary

Continuation coverage un@®BRAIs available only to Plans that are sulgjebe terms
of COBRA You can contact yotluman Resources Departmtntietermine iMissVIC
is subject to the provisions@DBRA

Continuation Coverage under Federal Law (COBRA)

Much of the languagetims section comes from the federal law that governs continuation
coverage. You should call ybluman Resources Departm#énou have questions about
your right to continue coverage.
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In order to be eligible for continuation cogerander federal law,umust meet the
definition of a "Qualified Beneficiary". A Qualified Beneficiary is any of the following
persons who were covered under the Plan on the day before a qualifying event:

y A Participant.

y A Participant's enrolled Dependémtiuding with respeitt the Participant's children, a
child born to or placed for adoption with the Participant during a period of continuation
coverage under federal law.

Yy A Participant's former Spouse.

Qualitying Events for Continuation Coverage unde€OBRA

The following tale outlines situations in which you may elect to continue coverage under
COBRA for yourself and your Dependents, and the maximum length of time you can
receive continued coverage. These situations are considered qualifying events.

|f Coverage Ends Becausef You May Elect COBRA:
the Following Qualifying For Your
Events: For Yourself | For Your Spouse Child(ren)
Your work hours are reduced 18 months 18 months 18 months

Your employment terminates fo
any reason (other than gross 18 months 18 morths 18 months
misconduct)

You or your family member
become eligible for Social Secu

disability benefits at any time 29 months 29 months 29 months
within the first 60 days of losing

coverage

You die N/A 36 months 36 months
Youdivorce (or legally separate N/A 36 months 36 months

Your child is no longer an eligib
family member (e.g., reaches th N/A N/A 36 months
maximum age limit)

You become entitled to Medica N/A See table below Sgsléz\;/l\?le
MissVIC files forbankruptcy
under Title 11, United States 36 months 36 month3 36 month3

Codé
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1Subject to the following conditions: (i) notice of the disability must be provided within the latest of
60 days after a). the determination of the disability, b). thettiatguudlifying event, c). the date

the Qualified Beneficiary would lose coverage under the Plan, and in no event later than the end of
the first 18 months; (ii) the Qualified Beneficiary must agree to pay any increase in the required
premium for the addinal 11 months over the original 18 rhenand (iii) if the Qualified

Beneficiary entitled to the 11 months of coverage hakisadred family members who are also
Qualified Beneficiaries, then those-disabled Qualified Beneficiaries are also émtitlee

additional 11 months of contitiaa coverage. Notice of any final determination that the Qualified
Beneficiary is no longer disabled must be provided within 30 days of such determination. Thereatfter,
continuation coverage may be terminated dirshday of the month that begins mitran 30

days after the date of that determination.

2This is a qualifying event for any Retired Participant and his or her enrolled Dependents if there is a
substantial elimination of coverage within one year befaiter the date the bankruptcy wad.file

3From the date of the Participant's death if the Participant dies during the continuation coverage.

How Your Medicare Eligibility Affects Dependent COBRA Coverage

The table below outlines how your Dependents’RFOf®verage is impacted if you
become eitted to Medicare.

You May Elect
If Dependent Coverage Ends When: COBRA Dependent
Coverage For Up To:

You become entitled to Medicare and don't experience &

additional qualifying events 18 months
Youbecome entitled to Medicare, after which you experi
a second qualifying event* before the initimhdBth period 36 months

expires

You experience a qualifying event*, after which you bec
entitled to Medicare before the initialmi@nthperiod
expires; and, if absent this initial qualifying eaamt, y 36 months
Medicare entitlement would have resulted in loss of
Dependent coverage under the Plan

* Your work hours are reduced or your employment is terminated for reasons other than gross
misconduct.

Getting Started

You will be notified by mail if yenecome eligible for COBRA coverage as a result of a
reduction in work hours or termination of employment. The notification will give you
instructions for electing COBRA coverage, and advis# f§fee monthly cost. Your
monthly cost is the full cost, iting both Participant and Employer costs, plus a 2%
administrative fee or other cost as permitted by law.

You will have up to 60 days from the date you receive notification or 60 daysdaien the
your coverage ends to elect COBRA coverage, whicHatesr igou will then have an
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additional 45 days to pay the cost of your COBRA coverage, retroactive to the date your
Plan coverage ended.

During the 6@ay election period, the Plan will, amigesponse to a request from a
provider, inform that providef your right to elect COBRA coverage, retroactive to the
date your COBRA eligibility began.

While you are a participant in the medical Plan under COBRA, you have the right to change
your coveage election:

y" During Open Enrollment.

Yy Following a change in faynstatus, as described undeanging Your Covier&getion
2, Introduction

Notification Requirements

If your covered Dependents lose coverage due to divorce, legal separation, or loss of
Dependent status, you or your Dependents must potifHuma Resources Department
within 60 days of the latest of:

Yy The date of the divorce, legal separation or an enrolled Dependent's loss of eligibility as
an enrolled Dependent.

Yy The date your enrollédependent would lose coverage under the Plan.

Yy The date on whicyou or your enrolled Dependent are informed of your obligation to
provide notice and the procedures for providing such notice.

You or your Dependents must also ngiifyr Human Resources Departnveinén a
qualifying event occurs that will extend coation coverage.

If you or your Dependents fail to notjiyur Human Resources Departnadribese events
within the 60 day peripgbur Human Resources Departmemot obligated to provide
continued coverage to the affected Qualified Beneficiary.alfeyoontinuing coverage
under federal law, you must nogibyir Human Resources Departmeititin 60 days of the
birth oradoption of a child.

Once you have notifigebur Human Resources Departmgat! will then be notified by
mail of your election righteder COBRA.

Notification Requirements for Disability Determination

If you extend your COBRA coverage beyond 18 monthsd®eyou are eligible for
disability benefits from Social Security, you must pyaudduman
ResourceBepartmenwith notice othe Social Security Administration's determination
within 60 days after you receive that determination, and beforeé dig@ur initial 18
month continuation period.

The notice requirements will be satisfied by providing written notmg tduman
Resources Departmenihe contents of the notice must be suchythat Human
Resources Departmaniable to determine thevered Employee and qualified
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beneficiary(ies), the qualifying event or disability, and the date on which the qualifying event
occured.

Trade Act of 2002

The Trade Act of 2002 amended COBRA to provide for a special sedayd38DBRA

election period focertain Participants who have experienced a termination or reduction of
hours and who lose group health plan coverage as a ressgtedial second COBRA

election period is available only to a very limited group of individuals: generally, those who
arereceiving trade adjustment assistance (TAA) or 'alternative trade adjustment assistance'
under a federal law called the Trade Ac®p4.1These Participants are entitled to a second
opportunity to elect COBRA coverage for themselves and certain fanblgrsn@rthey

did not already elect COBRA coverage), but only within a limited period of 60 days from the
first day of the month whem individual begins receiving TAA (or would be eligible to

receive TAA but for the requirement that unemployment bdreséthausted) and only

during the six months immediately after their group health plan coverage ended.

If a Participant qualifies wray qualify for assistance under the Trade Act of 1974, he or she
should contadtis or her Human Resources Departni@madditional information. The
Participant must contdats or her Human Resources Departrpenmnptly after qualifying

for assistancender the Trade Act of 1974 or the Participant will lose his or her special
COBRA rights. COBRA coverage elected duringpbeial second election period is not
retroactive to the date that Plan coverage was lost, but begins on the first day of the special
second election period.

When COBRA Ends

COBRA coverage will end before the maximum continuation period, on the é#rkest o

following dates:

Yy The date, after electing continuation coverage, that coverage is first obtained under any
other group health qoh.

The date, after electing continuation coverage, that you or your covered Dependent first
becomes entitled to Medicare.

The date coverage ends for failure to make the first required premium payment
(premium is not paid within 45 days).

(premium is not paid within 30 days of its due date).

y
y
Yy The date coveragads for failure to make any other monthly premium payment
Yy The datdghe entire Plan ends.

y

The date coverage would otherwise terminate under the Plan as described in the
beginning of this section.

Note:If you selected continuation coverage under a prior plan which was then replaced by
coverage under this Plan, continnatioverage will end as scheduled under the prior plan
or in accordance with the terminating events listed in this section, wisckaier.i
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Uniformed Services Employment and Reemployment Rights Act

A Participant who is absent from employment for thare30 days by reason of service in
the Uniformed Services may elect to continue Plan coverage for the Participant and the
Participatis Dependents in accordance with the Uniformed Services Employment and
Reemployment Rights Act of 1994, as amended (WSERR

The terms "Uniformed Services" or "Military Service" mean the Armed Forces, the Army
National Guard and the Air National Guard nvbegaged in active duty for training,

inactive duty training, or ftilne National Guard duty, the commissioned corfheof

Public Health Service, and any other category of persons designated by the President in time
of war or national emergency.

If qudified to continue coverage pursuant to the USERRA, Participants may elect to
continue coverage under the Plan by najifyonr Human Resources Departrient

advance, and providing payment of any required contribution for the health coverage. This
may intude the amountourEmployemormally pays on a Participant's behalf. If a
Participant's Military Service is for a pesidoine less than 31 days, the Participant may not
be required to pay more than the regular contribution amount, if any, for tontofua

health coverage.

A Participant may continue Plan coverage under USERRA for up to the lesser of:

Yy The 24 montiperiod beginning on the date of the Participant's absence from work.

Yy The day after the date on which the Participant fails to applyréturorto, a position
of employment.

Regardless of whether a Participant continues health coverage, if thatPaticpsto a

position of employment, the Participant's health coverage and that of the Participant's
eligible Dependents will be reitefaunder the Plan. No exclusions or waiting period may

be imposed on a Participant or the Participant's eligiben@esgs in connection with this
reinstatement, unless a Sickness or Injury is determined by the Secretary of Veterans Affairs
to have beemcurred in, or aggravated during, the performance of military service.

You should cajlour Human Resources Depantiieyou have questions about your rights
to continue health coverage under USERRA.
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SECTION 1® THERMPORTANT INFORMATION

What this sction includes:
y  Courtordered Benefits for Dependent children.

Your relationship with UnitedHealthcare Bhss/IC.
Relationships with providers.
Interpretation of Benefits.

Review and Determine Benefits in Accordance with UnitedHealthcare
Reimbursementoficies.

Information and records.

Incentives to providers and you.

Y

Plan & Plan Summary.
Yy Medicare Eligibility.

Qualified Medical Child Support Orders (QMCSOs)

A qualified medical child supportorder (QMCSO) is a judgment, decree or order issued by a
court a appropiate state agency that requires a child to be covered for medical benefits.
Generally, a QMCSO is issued as part of a paternity, divorce, or other child support
settlement.

If the Plan receives a medical child support order for your child thattsntse Plan to

cover the childjour Human Resources Departnvaiiitreview it to determine if it meets

the requirements fora QMCSO. If it determines that it does, your child will be enrolled in
the Plan as your Dependent, and the Plan will be detpupayBenefits as directed by the
order.

You may obtain, without charge, a copy of the procedures governing QMCS@sifrom
Human Resources Department.

Note: A National Medical Support Notice will be recognized as a QMCSO if it meets the
requirements fa QMCSO.

Your Relationship with UnitedHealthcare MesVIC

In order to make choices about your health care coverage and tréésaddt,believes

that itis important for you to understand how UnitedHealthcare interacts with the Plan and
how it mayaffect you. UnitedHealthcare helps administ&ahan which you are enrolled.
UnitedHealthcare does not provide medical services or make treatment dédssions.
means:

Yy UnitedHealthcare communicates to you decisions about whether the Plan will cover o
pay for the health care that you may receive. The Plan pays for Covered Health Services,
which are more fully described in #isn Surmary
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Yy The Plan may nglay for all treatments you or your Physician may believe are necessary.
If the Plan does not payou will be responsible for the cost.

MissVIC and UnitedHealthcare may use individually identifiable information about you to
identify for you (and you alomepcedures, products or services that you may find valuable.
MissVIC and UnitedHealthcare wibe individually identifiable information about you as
permitted or required by law, including in operations and in rebaseiC and
UnitedHealthcare wilise dedentified data for commercial purposes including research.

Relationship with Providers

The Claims Administrator has agreements in place that govern the relationships between it
andMissVICand Network providers, some of which are affiliated previdetwork

providers enter into agreements with the Claims Administrator to provide Coalthed He
Services to Covered Persons.

MissVICand UnitedHealthcare do not provide health care services or supplies, nor do they
practice medicine. InstedissVICand UnitedHealthcare arrange for health care providers
to participate in a Network and admaearigtayment of Benefits. Network providers are
independent practitioners who run their own offices and facilities. UnitedHealthcare's
credentialing process comfg public information about the providers' licenses and other
credentials, but does not asslueequality of the services provided. They argliss¥VI® s
employees nor are they employees of UnitedHealtlitss¥ICand UnitedHealthcare are

not responsile for any act or omission of any provider.

UnitedHealthcare is not considered to be an empibykssVICfor any purpose with
respect to the administration or provision of benefits under this Plan.

Your Relationship with Providers
The relationship beeen you and any provider is that of provider and patient.

Y You are responsible for choosing yown provider.

Yy You are responsible for paying, directly to your provider, any amount identified as a
member responsibility, including Copayments, Coinsurgndedastible and any
amount that exceeds Eligible Expenses.

You are responsible for payingecty to your provider, the cost of any 1@owvered
Health Service.

y

Yy You must decide if any provider treating you is right for you. This includes Network
providers you choose and providers to whom you have been referred.

Yy Must decide with your provider whate you should receive.

Yy Your provider is solely responsible for the quality of the services provided to you.

The relationship betwegaur Employer angouis that of employer and employee,
Dependenbr other classificatipas defined ithis Plan Sumnma
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Interpretation of Benefits
MisVIC and UnitedHealthcare have the sole and exclusive discretion to:

y Interpret Benefits under the Plan.

Yy Interpret the ther terms, conditions, limitations and exclusions of the Plan, including
this Plan Summaryand any Antedments.

Yy Make factual determinations related to the Plan and its Benefits.

MissVIC and UnitedHealthcare may delegate this discretutiaoyity to other persons or
entities that provide services in regard to the administration of the Plan.

In certain ccumstances, for purposes of overall cost savings or effidiasyC may, in
its discretion, offer Benefits for services that wdhlkerwise not be Covered Health
Services. The fact thdissVIC does so in any particular case shall not in any way be
deemed to requir®lissVIC to do so in other similar cases.

Review and Determine Benefits in Accordance with UnitedHealthcare
ReimbursemerRolicies

UnitedHealthcare develops its reimbursement policy guidelines, in its sole discretion, in
accordance with owe more of the following methodologies:

Yy Asindicated in the mostrecent edition of the Current Procedural Terminology (CPT), a
publicatbn of the American Medical Association, and/oCergers for Medicare and
Medicaid Services (CMS)

Yy As reported by geradly recognized professionals or publications.
Yy As used for Medicare.

Yy As determined by medical staff and outside medical consultangptar other
appropriate sources or determinations that UnitedHealthcare accepts.

Following evaluation and validatmircertain provider billings (e.g., error, abuse and fraud
reviews), UnitedHealthcare's reimbursement policies are applied to plimgder b
UnitedHealthcare shares it's reimbursement policies with Physicians and other providers in
UnitedHealthcare's dtwork through UnitedHealthcare's provider website. Network
Physicians and providers may not bill you for the difference betweemnthasit cate (as

may be modified by UnitedHealthcare's reimbursement policies) and the billed charge.
However, nofNetwark providers are not subject to this prohibition, and may bill you for

any amounts the Plan does not pay, including amounts thatiedeodeause one of
UnitedHealthcare's reimbursement policies does not reimburse (in whole or in part) for the
service lied. You may obtain copies of UnitedHealthcare's reimbursement policies for
yourself or to share with your nbietwork Physician or pvaer by going to
www.myuhc.comor by calling the telephone number on your ID card.

UnitedHealthcare may apply a reirmbment methodology establishe®ptuminsight
and/or a third party vendor, which is base€M$coding principles, to determine
apprqriate reimbursement levels for Emergency Health Care Services. The methodology is
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usually based on elements reflettiegpatient complexity, direct costs, and indirect costs of

an Emergency Health Care Service. If the methodology(ies) currentlyconmserno

longer available, UnitedHealthcare will use a comparable methodology(ies).

UnitedHealthcare ar@ptuminsigate related companies through common ownership by
UnitedHealth GroupRef er t o Uni t ewwwenguhd.conefar eds websit e
informationregarding the vendor that provides the applicable methodology.

Information and Records

MissVIC and UnitedHealthcare mage your individually identifiable health information to
administer the Plan and pay claims, to identify procedures, productsesrthatwou

may find valuable, and as otherwise permitted or required MisAC and
UnitedHealthcare may requadtlitional information from you to decide your claim for
Benefits MissVIC and UnitedHealthcare will keep this information confid éissV/IC

and UnitedHealthcare may also use yoidemdified data for commercial purposes,
including research, as pétedi by law.

By accepting Benefits under the Plan, you authorize and direct any person or institution that
has provided services to yodurnishMissVIC and UnitedHealthcare with all information

or copies of records relating to the services provided.twligs/IC and UnitedHealthcare

have the right to request this information at any reasonable time. This applies to all Covered
Persongncluding enrolled Dependents whether or not they have signed the Participant's
enroliment formMiss/IC and UnitedHetlicare agree that such information and records

will be considered confidential.

MissVIC and UnitedHealthcare have the right to relegsaral all records concerning

health care services which are necessary to implement and administer the terms of the Plan
for appropriate medical review or quality assessmern¥]ieAE is required to do by law

or regulation. During and after the terfithe PlanMissVIC and UnitedHealthcare and its

related entities may use and transfer the information gatheretherdan in a de

identified format for commercial purposes, including research and analytic purposes.

For complete listings of your medical records or billing statdviisattC recommends
that you contact your health care provider. Providers may charggsgoable fees to
cover their costs for providing records or completing requested forms.

If you request medical forms or records from UnitedHealthcare, they also may charge you
reasonable fees to cover costs for completing the forms or providingrthe reco

In some cases, as permitted byNiss/IC and UnitedHealthcare will designate other
persons oentities to request records or information from or related to you, and to release
those records as necessary. UnitedHealthcare's designees havaghes dartes

information as doadissVIC

Incentives to Providers

Network providers may be providedincial incentives by UnitedHealthcare to promote
the delivery of health care in a cost efficient and effective manner. These financial incentives
are ndintended to affect your access to health care.
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Examples of financial incentives for Network prosidee:

y' Bonuses for performance based on factors that may include quality, member satisfaction,
and/or costeffectiveness.

y A practice called capitation @rhis when a group of Network providers receives a
monthly payment from UnitedHealthcare for eactef@dwerson who selects a
Network provider within the group to perform or coordinate certain health services. The
Network providers receive this monthlymant regardless of whether the cost of
providing or arranging to provide the Covered Person's ¢teealtls less than or more
than the payment.

y' Bundled paymenigertain Network providers receive a bundled payment for a group
of Covered Health Servides a particular procedure or medical condition. Your
Copayment and/or Coinsurance will be calculzisdd on the provider type that
received the bundled payment. The Network providers receive these bundled payments
regardless of whether the cost of mhog or arranging to provide the Covered Person's
health care is less than or more than the payimgni.receive followp services
related to a procedure where a bundled paymentis made, an additional Copayment
and/or Coinsurance may not be requiresigh followup services are included in the
bundled payment. You may receive some Covered HeualtesStrat are not
considered part of the inclusive bundled payment and those Covered Health Services
would be subject to the applicable Copayment andfos@ance as described in your
Schedule of Benefits.

If you have any questions regarding financehiives you may contact the telephone
number on your ID card. You can ask whether your Network provider is paid by any
financial incentive, including #edisted above; however, the specific terms of the contract,
including rates of payment, are comfideand cannot be disclosed. In addition, you may
choose to discuss these financial incentives with your Network provider.

Incentives to You

Sometimes ypmay be offered coupons or other incentives to encourage you to participate
in various wellness prags or certain disease management programays, discount
programs and/or programs to seek care in a more cost effective setting and/or from
Designate Providers. In some instances, these programs may be offered in combination
with a nonUnitedHealthare entity The decision about whether or notto participate is

yours alone bulissvVIC recommends that you discuss participating in such programs with
you Physician. These incentives are not Benefits and do not alter or affect your Benefits.
You may calhe number on your ID card if you have any questions. Additional information
may be found in SectionClinical Programs and Resources

Rebates and OthBayments

MissMC and UnitedHealthcare may receive rebates for certain drugs that are administered
to you in a Physician's office, or at a Hospital or Alternate Facility. This includes rebates for
those drugs that are administered to you before you meanywal DeductibléMissVIC

and UnitedHealthcaraaypassa portion ofthese rebates on to yayation of When
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rebates are passed on to you, they ntakdre into account in determining your Copays or
Coinsurance.

Workers' Compensation Not Affected

Benefits provided under the Plan do not substitute for and do not affect any requirements
for coveragéy workers' compensation insurance.

Plan & Plan Summary

This Plan Summary also serves as the Plan document that governs your rights under the
Plan. At altimes, however, your rights under the Plan are subject to any rules set forth in
yourE mp | oppleies@sd any applicable collective bargaining agreements (collectively
referred to herein as 00t her Rul ®an6) . To
Summary and any Other Rules, the Other Rules will govern, so long as they are not
inconsigent with any applicable federal, state, or local laws. Please refdtnopjoyer

for more information concerning any Other Rules that may affect yaiundbt the

Plan.

Medicare Eligibility

Benefits under the Plan are not intended to supplenyetarage provided by Medicare.
Nevertheless, in some circumstances Covered Persons who are eligible for or enrolled in
Medicare may also be enrolled unddpidre

If you are eligible for or enrolled in Medicare, please read the following information
caefully.

If you are eligible for Medicare on a primary basis (Medicare pays before Benefits under the

Plan), you should enroll in and maintain coverage uridéiédicare Part A and PartlB
you don't enroll and maintain that coverage, and if thesRtensecondary payer as
described in Section 1Mpordination of Bernfgdlan will pay Benefits under the Plan as if
you were covered under both Meadidzart A and Part. Bs a result, you will be
responsible for the costs that Medicare waaxe paid and you will incur a largeradut
pocket cost.

If you are enrolled in a Medicare Advantage (Medicare Part C) plan on a primary basis
(Medicare pays foee Benefits under the Plan), you should follow all rules of that plan that
require you to sealervices from that plan's participating providers. When the Plan is the
secondary payer, the Plan will pay any Benefits available to you under the &ldmaals if y
followed all rules of the Medicare Advantage plan. You will be responsible forangladditi
costs or reduced Benefits that result from your failure to follow these rules, and you will
incur a larger owutf-pocket cost.
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SECTION 146 LOSSARY

What this section includes:
y Definitions of terms used throughout tRlan Summary

Many of the terms used throughout i@ Summarnyay be unfamiliar to you or have a
specific meaning with regard to the way the Plan is administered andefitsreBempaid
This section defines terms used throughouPlms Summary but it does not describe the
Benefits provided by the Plan.

Addendum - any attached written description of additional or revised provisions to the
Plan. The benefits and exclasiof thisPlan Sunmaryand anyAmendmentshereto shall

apply to the Addendurihe terms of an Addendum may be amended in an Amendment. In
the case of any conflict between the Addendurathedportion®f thePlan Sumary

the Addendum shall be contrail.

Alternate Facility - a health care facility that is not a Hospital and that provides one or
more of the following services on an outpatient basis, as permitted by law:

Yy Surgical services.

Yy Emergency Health Services.

Yy Rehabilitative, laboratory, diagrostitherapeid services.

An Alternate Facility may also provide Mental Health Services or StRalt#trdeand
Addictive Disorder Services on an outpatient basis or inpatient basis (for example a
Residential Treatment facility).

Amendment - any changes this Plan @pted in writing by MissVIC. An Amendmentis
effective as of the effective date(s) provided in the Amendment itself.

Annual Deductible (or Deductible)- the amount you must pay for Covered Health
Services in a calendar year before the Plan will beggnEBeyefits in that calendar year.
The Deductible is shown in the first table in SectiBtas,Highlights

Autism Spectrum Disorder- a condion marked by enduring problems communicating
and interacting with others, along with restricted amstitixep behavior, interests or
activities.

Benefits - Plan payments for Covered Health Services, subject to the terms and conditions
of the Plan and grAddendums and/or Amendments.

BMI -see Body Mass Index (BMI).

Body Mass Index (BMI) - a calculation uden obesity risk assessment which uses a
person's weight and height to approximate body fat.

Cancer Resource Services (CRSa program administered bnitedHealthcare or its
affiliates made available to yoMigsVIC The CRS program provides:

121 SECTION4- GLOSSARY



MssVICCHOICEPLUSHEALTHPLAN

Yy Speciated consulting services, on alimited basis, to Participants and enrolled
Dependents with cancer.

Yy Access to cancer centers with expertise in trda¢imgaist rare or complex cancers.

Yy Education to help patients understand their cancer and make inforisiedsiabout
their care and course of treatment.

Cellular Therapy- administration of living whole cells into a patient for the treatment of
disease.
CHD - see Congenital Heart Disease (CHD).

Claims Administrator - UnitedHealthcare (also known as Unitedlthi€are) and its
affiliates, who provide certain claim administration services for the Plan.

Clinical Trial - a scientific study designeddentify new health services that improve
health outcomes. In a Clinical Trial, two or more treatments are abtapaeh other and
the patient is not allowed to choose which treatment will be received.

COBRA - see Consolidated Omnibus Budget Recdinailiact of 1985 (COBRA).

Coinsurance- the charge, stated as a percentage of Eligible Expenses, that yotedre requi
to pay for certain Covered Health Services as described in Setdiwrth® Plan Works

Congenital Anomaly- a physical developmerdafect that is present at birth and is
identified within the first twelve months of birth.

Congenital Heart Diseag (CHD) - any structural heart problem or abnormality that has
been present since birth. Congenital heart defects may:
Yy Be passed from a parém a child (inherited).

y' Develop in the fetus of a woman who has an infection or is exposed to radiation or
othertoxic substances during her Pregnancy.

y' Have no known cause.

Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRAXR federal law
that requires employers to offer continued health insurance coverage to certain employees
and their dependents whagseup health insurance has been terminated.

Copayment (or Copay) the charge, stated as a set dollar amount, that you are required to
pay fa certain Covered Health Services as described in SedtontBe Plan Works

Please note that for Covered He&ervices, you are responsible for paying the lesser of the
following:

y  The applicable Copayment.
Yy The Eligible Expense.
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Cosmetic Procedures procedures or services that change or improve appearance without
significantly improving physiological functandetermined by the Claims Administrator.

Cost-Effective - the least expensive equipment that performs the necessary function. This
term applies to Durable Medical Equipment and prosthetic devices.

Covered Health Servicesthose health services, inahgdservices, supplies or
Pharmaceutical Products, which the Claims Administrator determines to be:

Yy Provided for the purpose of preventin@leating, diagnosing or treating a Sickness,
Injury, Mental lliness, substametated and addictive disordersgdamon, disease or its
symptoms.

Medically Necessary.

Described as a Covered Health Service iRl#msSumaryunder Section Blan
Highightand 6 Additional Coverage Details

underEligibilityin Section 2ntroduction

<SS S

Not otherwise excluded in tiHtan Summaryunder Section &xclusions and Limitations

Covered Person either tle Participant or an enrolled Dependent, but this term applies
only while the person is enrolled and eligible for Benefits under the Plan. References to
"you" and "your" throughout thiRlan Summaryare references to a Covered Person.

CRS- see Cancer Resoe Services (CRS).
Custodial Care- services that are any of the following:

Yy Non-healthrelated services, such as assistance in activities of daily living (examples
include feeding, dressibgthing, transferring and ambulating).

Yy Healthrelated servicesdt are provided for the primary purpose of meeting the
personal needs of the patient or maintaining a level of function (even if the specific
services are considered to be skilled serasegposed to improving that function to
an extent that mighi@lv for a more independent existence.

Yy Services that do not require continued administration by trained medical personnelin
order to be delivered safely and effectively.

Deductible - see AnnuéDeductible.

Definitive Drug Test - test to identify specificadications, illicit substances and
metabolites and is qualitative or quantitative to identify possible useise nba drug.

Dependent- an individual who meets the eligibility requiresngpecified in the Plan, as
described undétligibilityin Sectin 2,IntroductioA Dependent does notinclude anyone
who is also enrolled as a Participidotone can be a Dependent of more than one
Participant.
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Designated Provider- a provider and/ofacility that:

Yy Has entered into an agreement with the Claims Administrator, or with an organization
contracting on the Claims Administrator's behalf, taiged&overed Health Services
for the treatment of specific diseases or conditions; or

Yy The Claims Aministrator has identified through the Claims Administrator's designation
programs as a Designated Provider. Such designation may apply to specifis,treatment
conditions and/or procedures.

A Designated Provider may or may not be located within youag@ogrea. Not all
Network Hospitals or Network Physicians are Designated Providers.

You can find out if your provider is a Designated Provider by conttaet@izims
Administrator aivww.myuhc.comor the telephone number on your ID card.

Designated Physician - a Physician that the Claims Administrator identified through its
designation programs as a Designated provider. A Designated Physician may loe may not
located within your geographic area. The fact that a Physician is a Network Physician does
not mean that he or she is a Designated Physician.

Designated Virtual Network Provider- a provider or facility that has entered into an
agreement with UnitedHebecare, or with an organization contracting on
UnitedHealthcare's behalf, to deliver Covegattliid Services via interactive audio and video
modalities.

DME - see Durable Medical Equipment (DME).

Domiciliary Care - living arrangements designed to megaidlds of people who cannot
live independently but do not require Skilled Nursing Facilitgeserv

Durable Medical Equipment (DME) - medical equipment that is all of the following:

Is used to serve a medical purpose with respect to treatment of a,Sigknesr their
symptoms.

Is not disposable.

Is generally not useful to a person in thenalesaf a Sickness, Injury or their symptoms.

Can withstand repeated use.

<SS S

Is notimplantable within the body.
y Is appropriate for use, and is primarily usednwitleihome.

Eligible Expenses- for Covered Health Services, incurred while the Plan icin effe
Eligible Expenses are determined by UnitedHealthcare as stated below and as detailed in
Section 3How the Plan Works

Eligible Expenses are determinedswiehccordance with UnitedHealthcare's
reimbursement policy guidelines. UnitedHealthcare develops the reimbursement policy
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guidelines, in UnitedHealthcare's discretion, following evaluation and validation of all
provder billings in accordance with onenare of the following methodologies:

Yy Asindicated in the mostrecent edition of the Current Procedural Terminology (CPT), a
publication of the American Medical Association, and/or the Centers for Medicare and
MedicaidServices (CMS).

Yy As reported by gendlyarecognized professionals or publications.
y" As used for Medicare.

Yy As determined by medical staff and outside medical consultants pursuant to other
appropriate source or determination that UnitedHealthcare accept.

Emergency - a medical condition manifesgfitself by acute symptoms of sufficient severity
(including severe pain) so that a prudent layperson, who possesses an average knowledge of
health and medicine, could reasonably expect the absence of immedibsttemdidicao

result in any of the lowing:

Yy Placing the health of the Covered Person (or, with respect to a pregnant woman, the
health of the woman or her unborn child) in serious jeopardy.

y  Serious impairment to bodily functions.
Yy Serious dysfunction ahy bodily organ or part.
Emergency Health Services with respect to an Emergency, both of the following:

Yy A medical screening examination (as required under $86#oof the Social Security Act,
42 U.S.C. 1395ddpat is within the capability of theengency department of a
Hospital, inelding ancillary services routinely available to the emergency department to
evaluate such Emergency.

Yy Such further medical examination and treatment, to the extent they are within the
capabilities of the staff and fae8 available at the Hospital, asequired under
sectionl867 of the Social Security Act (42 U.S.C. 1395dd(e)(3)).

Employer - YourParticipating School Distrigithin MissVIC
EOB - see Explanation of Benefits (EOB).

Experimental or Investigational Services- medical, surgical, diagnogbsychiatric,

mental health, substarretated and addictive disorders or other health care services,
technologies, supplies, treatments, procedures, drug therapies, medications or devices that, at
the time the Clais Administrator makeasdeterminatio regarding coverage in a particular

case, are determined to be any of the following:

Yy Notapproved by thg.S. Food and Drug Administration t#bDéJawfully marketed
for the proposed use and notidentified inAtheerican Hospital Formulary @¢hdce
United States Pharmacopoeia Dispensingatnéqmpnapoiate for the proposed use.
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Yy Subject to review and approval by any institutional review board for the proposed use.
(Devices which afeDA approved undeheHumanitarian Use Dexiemption i@ not
considered to be Experimental or Investigational.)

Yy The subject of an ongoing Clinical Trial that meets the definition of a Phase |, Il orlll
Clinical Trial set forth in tHeDA regulations, regardless of whethe trial is actually
subject td-DA oversight.

Exceptions:
y  Clinical Trials for which Benefits are available as describe@limckgr Triais Section
6, Additional Coverage Details

y If you are not a participant in a qualifying Clinical Trial atbddamder Section 6,
Additional Coage Deta#s)d have a Sickness or condition that is likely to cause death
within one year of the request for treatment, the Claims Administagtaat its
discretion, consider an otherwise Experimental or jatastial Service to be a
Covered Health Service for that Sickness or condition. Prior to such consideration, the
Claims Administratanust determine that, although unproven, the sdrag
significant potential as an effective treatment for that Sickroesslition.

Explanation of Benefits (EOB) - a statement provided by UnitedHealthcare to you, your
Physician, or another health care professional that explains:

Yy The Benefits providdd any).

The allowable reimbursement amounts.

Deductibles.

Coinsurance.

Any other reductions taken.

The net amount paid by the Plan.

S Y T

The reason(s) why the service or supply was not covered by the Plan.
Freestanding Facility- an outpatient, diagnosticambulatory center or independent
laboratory which performsrsices and submits claims separately from a Hospital.
Genetic Counseling- counseling by a qualified clinician that includes:

Yy Identifying your potential risks for suspected genetic disorders;

Yy Anindividualized discussion about the benefits, risksratations of Genetic Testing
to help you make informed decisions about Genetic Testing; and

Yy Interpretation of the Genetic Testing results in order to guide health decisions.
Certified genetic counases, medical geneticists and physicians with a ppotdssiciety's

certification that they have completed advanced training in genetics are considered qualified
clinicians when Covered Health Services for Genetic Testing require Genetic Counseling.
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Geretic Testing - exam of blood or other tissue for changegnes (DNA or RNA) that
may indicate an increased risk for developing a specific disease or disorder, or provide
information to guide the selection of treatment of certain diseases, incluéing canc

Gene Therapy- therapeutic delivery of nucleic 4BiNA or RNA) into a patient's cells as
a drug to treat a disease.

Gestational Carrier- A Gestational Carrier is a female who becomes pregnant by having a
fertilized egg (embryo) implanted in heustéor the purpose of carrying the fetus to term

for arother person. The carrier does not provide the egg and is therefore not biologically
(genetically) related to the child.

Health Statement(s) a single, integrated statement that summarizes EOBatiorivy
providing detailed content on account balaarw@€laim activity.

Home Health Agency- a program or organization authorized by law to provide health
care services in the home.

Hospital - an institution, operated as required by law and thatbo#ets the following:

y ltis primarily engaged in prowid health services, on an inpatient basis, for the acute
care and treatment of sick or injured individuals. Care is provided through medical,
mental health, substarretated and addictive disorddiagnostic and surgical facilities,
by or under the sepvision of a staff of Physicians.

y It has 24hour nursing services.

A Hospital is not primarily a place for rest, Custodial Care or care of the aged and is nota
nursing home, convalescent home oilaimnstitution.

Hospital-based Facility- an outpatienfacility that performs services and submits claims
as part of a Hospital.

Injury - bodily damage other than Sickness, including all related conditions and recurrent
symptoms.

Inpatient Rehabilitation Facility - a long term acute rehabilitation centelgspital (or a
special unit of a Hospital designated as an Inpatient Rehabilitation Facility) that provides
rehabilitation services (including physical therapy, occupational therapy and/or speech
therapy) on an inpatient basis, as authorized by law.

Inpatient Stay- an uninterrupted confinement, following formal admission to a Hospital,
Skilled Nursing Facility or Inpatient Rehabilitation Facility.

Intensive Behavioral Therapy (IBT)- outpatient behasial/educational services that aim

to reinforce adptive behaviors, reduce maladaptive behaviors and improve the mastery of
functional age appropriate skills in people with Autism Spectrum Disorders. Examples
includeApplied Behavior Analysis (AB@Penver ModeandRelationship Development
Intervaon (RDL)
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Intensive Outpatient Treatment- a structured outpatient mental health or substance
related and addictive disorders treatment program that may be freestanding er Hospital
based and provides seed for at least three hours per day, two ordayseper week.

Intermittent Care - skilled nursing care that is provided or needed either:

Yy Fewer than seven days each week.
Yy Fewer than eight hours each day for periods of 21 days or less.

Exceptions may beade in special circumstances when the needifiraal care is finite
and predictable.

Kidney Resource Services (KRSy program administered by UnitedHealthcare or its
affiliates made available to yoMigsVIC The KRS program provides:

Yy Specializedonsulting services to Participants and enidéeeéndents with ESRD or
chronic kidney disease.

Yy Access to dialysis centers with expertise in treating kidney disease.
y' Guidance for the patient on the prescribed plan of care.

Manipulative Treatment- the therapeutic application of chiropractic and/or qséuc
manipulative treatment with or without ancillary physiologic treatment and/or rehabilitative
methods rendered to restore/improve motion, reduce pain and improve function in the
management of an iddéiable neuromusculoskeletal condition.

Medicaid - a federal program administered and operated individually by participating state
and territorial governments that provides medical benefits to eligilnleolowe people
needing health care. The federalsaamie governments share the program's costs.

Medically Necessary health care services that are all of the following as determined by
the Claims Administrator or its designee, within the Claims Administrator's sole discretion.
The services must be:

y In acordance with Generally Accepted Standards of&llBdactice.

y' Clinically appropriate, in terms of type, frequency, esgéevitesite and duration, and
considered effective for your Sickness, Injury, Mental lliness, sutesitedand
addictive disalers, disease or its symptoms.

<,

Not mainly for youconvenience or that of your doctor or other health care provider.

<,

Not more costly than an alternative drug, seryise(sice siter supply that is at least
as likely to produce equivalent therapeutitiagnostic results as to the diagnosis or
treatment of your Sickness, Injury, disease or symptoms.

Generally Accepted Standards of Medara $teectmels that are based on credible scientific
evidence published in peeviewed medical literatugenerally recognized by the relevant
medichcommunity, relying primarily on controlled clinical trials, or, if not available,
observational studies from more than one institution that suggest a causal relationship
between the service or treatment amdttheutcomes.
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If no credible scientific eddce is available, then standards that are based on Physician
specialty society recommendations or professional standards of care may be considered. The
Claims Administrator reserves the right to consult eqgeion in determining whether

health care saces are Medically Necessary. The decision to apply Physician specialty

society recommendations, the choice of expert and the determination of when to use any
such expert opinion, shall be within the Clainmsiidtrator's sole discretion.

The Claims Adimistrator develops and maintains clinical policies that desctmnénally
Accepted Standards of Medicaddrentificeevidence, prevailing medical standards and
clinical guidelines supporting itsed@inations regarding specific services elagal
policies (as developed by the Claims Administrator and revised from time to time), are
available to Covered Personswavw.myuhc.comor by calling the number on your ID
card, and to Physicians and other health care professiomats &iHCprovider.com.

Medicare - Parts A, B, C and D of the insurance program established by TitleUx\édl
States Social Securjtgsfamnended Y U.S.C. Sections 1394, et seq. and as later amended.

Mental Health Services servicesor the diagnosis and treatmenthafse mental health

or psychiatric categories that are listed in the current editiorirdéthational Classification of
Diseassgction on Mental and Behavioral didoe@éagnostic and Statistical Maneal of th
American Psychiatric Asso€iatidact that a condition is listed in the current edition of the
International Classification of Diseases section oghishantal &isbBiei3iagnostic and
Statistical Manual of the American Psycligdinindassocot mean that treatment for the
condition is a Covered Health Service.

Mental Health/Substance-Related and Addictive Disorders Administrator the
organiation or individual designated\igsVICwho provides or arranges Mental Health
Servicesind Substandeelated and Addictive Disorder Services under the Plan.

Mental Iliness - thosemental health or psychiatric diagnostic categories listed in the current
edition of thdnternational Classification of Diseases section on Mentalisodi@&shavioral D
Diagnostic and Statistical Manual of the American Psychialiie Assbthatiencondition is
listed in the current edition of theernation@lassification of Diseases section on Mental and
Behavioral DisordeBiagnostic artdtiStical Manual of the American Psychiatric dessociation
not mean that treatment for the condition is a Covered Health .Service

Network - when used to descriagrovider of health care services, this means a provider
that has a participation agreete effect (either directly or indirectly) with the Claims
Administrator or with its affiliate to participate in the Network; however, this does not
include thosempviders who have agreed to discount their charges for Covered Health
Services by way dfeir participation in the Shared Savings Program. The Claims
Administrator's affiliates are those entities affiliated with the Claims Administrator through
common owership or control with the Claims Administrator or with the Claims
Administrator's ultimatcorporate parent, including direct and indirect subsidiaries.

A provider may enter into an agreement to provide only certain Covered Health Services,
but not all Cwered Health Services, or to be a Network provider for only some products. In
this case, the provider will be a Network provider for the Covered HeattesSend
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products included in the participation agreement, andMataork provider for other
Coveed Health Services and products. The participation status of providers will change
from time to time.

Network Benefits - for Benefit Plans that have atihMerk Benefit level, this is the
description of how Benefits are paid for Covered Health ServiceegimyvNetwork
providers. Refer to SectionPian Highlights determine whether or not your Benefit plan
offers Network Benefits and SectioM8wthe Plan WorKker details about how Network
Benefits apply.

New Pharmaceutical Product a Pharmaceuatl Product or new dosage form of a

previously approved Pharmaceutical Product. It applies to the period of time starting on the
date the Pharmaceuti€@bduct or new dosage form is approved by t8eFood and Drug
Administration (FDa)d ends on theadier of the following dates.

Yy The date it is reviewed.
y December 31st of the following calendar year.

Non-Network Benefits- for Benefit Plans that %@ a NonNetwork Benefit level, this is
the description of how Benefits are paid for Covered HealtbeSearovided by nen
Network providers. Refer to SectiofPn Highlights determine whether or not your
Benefit plan offers Nehletwork Benefits ahSection 3ow the Plan Works details
about how NorNetwork Benefits apply.

Open Enroliment - the period of time, determined MissVIC during which eligible
Participants may enroll themselves and their Dependents under MsHAR.
determinethe period of time that is the Open Enrollment period.

Out-of-Pocket Maximum - for Benefit plans thatve an Oubf-Pocket Maximum, this is
the maximum amount you pay every calendar year. Refer to Se&miHighlights the
Out-of-Pocket Maximuramount. See SectionHjw the Plan Woaitdisa description of
how the Outof-Pocket Maximum works.

Partial Hospitalization/Day Treatment - a structured ambulatory program that may be a
freestanding or Hospihhsed program and that provides serviced least 20 hours per
week.

Participant - a fulltime Participant of the Employer who meets the HgitEquirements
specified in the Plan, as described ualdgilityin Section 2ntroductioA Participant
must live and/or work in the Unitech&s.

Participating School Districtd Each school district and its related entities that offers
coveragender this Plan, as set forth on the cover of this Plan Summary. This list may be
updated from time to time.
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Personal Health Support programs provideby the Claims Administrator that focus on
prevention, education, and closing the gaps in care désgmaslrage an efficient system
of care for you and your covered Dependents.

Personal Health Support Nurse the primary nurse that UnitedHealthcaey assign to

you if you have a chronic or complex health condition. If a Personal Health Support Nurse
is assigned to you, this nurse will call you to assess your progress and provide you with
information and education.

Pharmaceutical Product(s) U.S. Faband Drug Administration (Fipfyoved
prescription medications or products administered in conneitfiamCovered Health
Service by a Physician.

Physician - anyDoctor of MedicinBoctor of Osteopatityis properly licensed and
gualified by law.

Please note: Any podiatrist, dentist, psychologist, chiropractor, optonmatnist provider
who ats within the scope of his or her license will be considered on the same basis as a
Physician. The fadtdt a provider is described as a Physiciamdbesan that Benefits

for services from that provider are available to you under the Plan.

Plan - This Mississippi Valley Intergovernmental Coopef@tiaice Plugiealth Plan, as
set forth in this Plan Sunamy, as amended from time.

Pregnancy- includesall of the following:

Yy Prenatal care.

y' Postnatal care.

y  Childbirth.

Yy Any complications associated with the above.

Prescription Drug List (PDL) Management Committee- the committee that
UnitedHealthcare designédtas among other responsibilities, classiigiraymaceutical
Products into specific tiers.

Presumptive Drug Test- test to determine the presence or absence of drugs or a drug
class in which the results are indicated as negative or pEssitive

Primary Physician - a Physician who has a majorithisfor her practice in general
pediatrics, internal medicine, obstetrics/gynecology, family practice or general medicine.

Private Duty Nursing - nursing care that is provided to a patient aredosone basis by
licensed nurses in an inpatienh@me sting when any of the following are true:

Yy Services exceed the scope of Intermittent Care in the home.

Yy The service is provided to a Covered Person by an independent nurse who is hired
directly ly the Covered Person or his/her family. This includes nuesinges provided

131 SECTION4- GLOSSARY



MssVICCHOICEPLUSHEALTHPLAN

onan inpatient ohomecare basis, whether the service is skilled eskikad
independent nursing.

y* Skilled nursing resources are available in the facility.

y The Skilled Caman be provided by a Home Health Agency on a per visitobasis f
specific purpose.

Reconstructive Procedure a procedure performed to address a physical impairment

where the expected outcome is restored or improved function. The primary purpose of a
Reconstructive Procedure is eithdragat a medical conditiont improve or restore
physiologic function. Reconstructive Procedures include surgery or other procedures which
are associated with an Injury, Sickness or Congenital Anomaly. The primary result of the
procedure is not changedmproved physical appeara. The fact that a person may

suffer psychologically as a result of the impairment does not classify surgery or any other
procedure done to relieve the impairment as a Reconstructive Procedure.

Residential Treatment- treatmentn a facility which provess Mental Health Services or
Substance®elated and Addictive Disorders Services treatment. The facility meets all of the
following requirements:

Yy ltis established and operated in accordance with applicable state law foaResidenti
Treatment programs.

y It provides a program of treatment under the active participation and direction of a
Physician and approved by the Mental Health/Subskateted and Addictive
Disorders Services Administrator.

y It has or maintains a written, speaind detailed treatmenbgram requiring fulime
residence and fdime participation by the patient.

y It provides at least the following basic services whaw24ger day, structured milieu:

Room and board.

Evaluation and diagnosis.

Counseling.

Referal and orientation to sgalized community resources.

A Residential Treatment facility that qualifies as a Hospital is considered a Hospital.
Retired Employee- an Employee who retires while covered under the Plan.

Semiprivate Room- a room with two omore beds. When an Inpati&tay in a Semi

private Room is a Covered Health Service, the difference in cost betwegmigagemi
Room and a private room is a benefit only when a private room is necessary in terms of
generally accepted medical pradicehen a Serprivate Rom is not available.

Shared Savings Programa program in which UnitedHealthcare may obtain a discount to
a nonrNetwork provider's billed charges. This discountis usually based on a schedule
previously agreed to by the Adatwark provider. When this hapips, you may experience
lower outof-pocket amounts. Plan coinsuranceaarychpplicable deductibeuld still

apply to the reduced charge. Sometimes Plan provisions or administrative practices
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supersedine scheduled rate, and a different rate is de¢etioy UnitedHealthcar&his

means, when contractually permitted, the Plan may pay the lesser of the Shared Savings
Program discount or an amount determined by the Claims Administrator, such as a
percenage of the published rates allowed bZ#mersrfMedicare and Medicaid Services
(CMS)for the same or similar service within the geographic market, an amount determined
based on available data resources of competitive fees in that geograpleie ackeedule
established by a third party venda oegotiated rate with the providierthis case the
non-Network provider may bill you for the difference between the billed amount and the
rate determined by UnitedHealthcare. If this happerstigald call the number on your

ID Card. Shared Savings dham providers are not Network providers and are not
credentialed by UnitedHealthcare.

Sickness- physical illness, disease or Pregnancy. The term Sickness as uBkahin this
Sunmaryincludes Mental lliness or substamtated and addictive disorders, regardless of
the cause or origin of the Mental lliness or substalated and addictive dider.

Skilled Care- skilled nursing, teaching, and rehabilitation services when:

Yy They aralelivered or supervised by licensed technical or professional medical personnel
in order to obtain the specified medical outcome and provide for the safety of the
pafent.

A Physician orders them.

They are not delivered for the purpose of assisting witheacof daily living,
including dressing, feeding, bathing or transferring from a bed to a chair.

They require clinical training in order to be delivered safaffectively.

<SS <SS

They are not Custodial Care, as defined in this section.

Skilled Nursing Facility - a Hospital or nursing facility that is licensed and operated as
required by law. A Skilled Nursing Facility that is part of a Hospital is consideeed a SkKill
Nursing Facility for purposes of the Plan.

Specialist Physician- a Physician who hasmajority of his or her practice in areas other
than general pediatrics, internal medicine, obstetrics/gynecology, family practice or general
medicine.

Spouse- an irdividual to whom you are legally married

SubstanceRelated and Additive Disorder Service- service$or the diagnosis and

treatment of alcoholism and substanetated and addictive disorders that are listed in the
currenteditionof thelnternational Classification of Diseases section on Mental and Behavioral
Disordexs Diagnostic andiStieal Manual of the American Psychiatric A$sotzatidthat a
disorder is listed in theglition of thdnternational Classificafi@iseases section on Mental and
Behavioral DisordeBiagnostic and Statistical Manual of the AmiaticarABsyuhtoes

not mean that treatment of the disorder is a Covered Health Service.
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Surrogate- a female who becomes pregnant usmallytificial insemination or transfer of
a fertilized egg (embryo) for the purpose of carrying the fetus tfogrgreyson. The
surrogate provides the egg and is therefore biologically (genetically) related to the child.

Transitional Living - Mental he#h services and substanelated and addictive disorder
services that are provided through facilities, groupshana supervised apartments that
provide 24hour supervision that are either:

Yy Sober living arrangements such as-fdeeghousing or alcoholfdg halfway houses.
These are transitional, supervised living arrangements that provide stable and safe
housingan alcohol/drugfree environment and support for recovery. A sober living
arrangement may be utilized as an adjunct to ambulatory treatmeneatment
doesn't offer the intensity and structure needed to assist the Covered Person with
recovery.

Yy Supervied living arrangements which are residences such as facilities, group homes and
supervised apartments that provide members with stable draisefg and the
opportunity to learn how to manage their activities of daily living. Supervised living
arrangentds may be utilized as an adjunct to treatment when treatment doesn't offer
the intensity and structure needed to assistthe Covered Pérsecowéry.

Unproven Services health services, including medications that are determined not to be
effective fo treatment of the medical condition and/or not to have a beneficial effect on
health outcomes due to insufficient and inadequate cliniealcevicbm weltonducted
randomized controlled trials or cohort studies in the prevailing publishex/ieesrd

medical literature.

Yy Wellconducted randomized controlled trials are two or more treatments compared to
each other, with the patient not beafigwed to choose which treatment is received.

Yy Wellconducted cohort studies from more than one institutioriugiessin which
patients who receive study treatment are compared to a group of patients who receive
standard therapy. The comparison group beusearly identical to the study treatment
group.
UnitedHealthcare has a process by which it compiles ams i@vieal evidence with
respect to certain health services. From time to time, UnitedHealthcare issues medical and
drug policies that desaithe clinical evidence available with respect to specific health care
services. These medical and drug paddiciesubject to change without prior notice. You can
view these policies watvw.myuhc.com

Please note:

y  If you have a life threatening Sickn@scondition (one that is likely to cause death
within one year of the request for treatment), UnitedHealthegyet its discretion,
consider an otherwise Unproven Service to be a Covered Health Service for that
Sickness or condition. Prior to such a consideration, UnitedHeattlisafest
establish that there is sufficient evidence to conclude thatyrgdbaiten, the service
has significant potential as an effective treatment for that Sickness or condition.
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Urgent Care- Care that requires prompt attention to avoid adverse consequences, but does
not pose an immediate threat to a person'’s life. Urgeistgaunally delivered in a wialk

setting and without an appointment. Urgent care facilities are a location, distinct from a
hospital emergency department, an office or a clinic. The purpose is to diagnose and treat
illness or injury for unscheduled, alatory patients seeking immediate medical attention.

Urgent Care Center a facility that provides Covered Health Services that are required to
prevent serious deterioration of your health, and that are required as a result of an
unforeseen Sickness, tgjuor the onset of acute or severe symptoms.
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SECTION I3MPORTANT ADMINISTRATIVE INFORMATION

What this section includes:
Yy Plan administrative information.

This section includes information on the administration of the medical Plan. While you may
not need this information for your etayday partigation, it is information you may find
important.

Ad(dlitional Plan Description

Claims Administrator. The company whigbrovides certain administrative services for the
Plan Benefits described in fRian Summary

United Healthcare Services, Inc.
9900 BrerRoad East
Minnetonka, MN 55343

The Claims Administrator shall not be deemed or construed as an employer foogsay purp
with respect to the administration or provision of benefits under the Plan. The Claims
Administrator shall not be responsible forlfatji any duties or obligations of an employer
with respect to the Plan.

United Healthcare has assumed fiduciargmegplity under the Plan for all of the
following activities:

y  Claim processing and payment;
Yy Review of initial appeals; and

Y Review of finkappeals.

Type of Administration of the Plan

MissVICprovides certain administrative services in connectioth&ilan.MissVICmay,

from time to time in its sole discretion, contract with outside parties to arrange for the
provision of other admgtrative services including arrangement of access to a Network
Provider; claims processing services, including reatirdiof benefits and subrogation;
utilization management and complaint resolution assistance. This external administrator is
referred taas the Claims Administrator. For Benefits as describedRfathBummayy
MissVICalso has selected a providewnét established kynitedHealthcare Insurance
CompanyMissVICretains all responsibilities with respect to the Plan except to the extent
MissVIChas delegated or allocated to other persons or entities one or more resgsonsibilit
with respect to theldh.

Authority Under the Plan

MissVIC has the discretionary authority to administer and interpret the Plan, to make all
relevant factual determinations under the Plan, to decide and pay all claims for Benefits
under the Plan, and to establish any rulgglatens, or procedures iedes necessary or
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appropriate to administer the Plan. Each Participating School District has the discretionary
authority to interpret its eligibility requirements under the Plan and to make eligibility
determinations under tian pursuant to such requieats. All interpretations or other

actions by MissVIC (or by other persons or entities that have been delegated such authority,
including UnitedHealthcare) and all eligibility interpretations and determinations made by
Partigpating School Districts, shadl final and legally binding on all parties, and may only

be subject to review to the extent such interpretations or other actions are without a rational
basis. All Participating School Districts, participants, and oib&r elgjviduals hereby

consento such standard of review.

MissVIC may delegate its authority under the Plan to any other person or entity it deems
appropriate. MissVIC has dgleed to UnitedHealthcare and its affiliates the authority to act
as the Cleas Administrator and, in accordance with such authority, to interpret the Plan, to
determine the validity of charges submitted under the Plan, to make final determinations
regardig Plan Benefits, and to perform such other functions as are describetecisewh

this Plan Summary. However, in all cases, MissVIC retains the authority to, in its discretion,
offer Benefits for services the Plan does not expressly cover or prdbibsteisices

which would otherwise not be Covered Health Seroicestrat certain NosNetwork

Benefits or an-Network providers as Network Benefits or Network providers, respectively
The fact that MissVIC does so in any particular case shatumptnay be deemed to

require MissVIC to do so in other similar cases.
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ATTACHENT tHEALTH CAREEFORM NOTICES

Patient Protection and Affordable Care Act ("PPACA")

Patient Protection Notices

The Claims Administrator generally allows the designatiorimmaeygcare provider. You
have the right to designate any primary care prowigh participates in the Claims
Administrator's network and who is available to accept you or your family members. For
information on how to select a primary care providefpamadist of the participating

primary care providers, contact the Clainmsiddtrator at the numben your ID card

For children, you may designate a pediatrician as the primary care provider.

You do not need prior authorizat from the Claims Administrator or from any other

person (including a primary care provider) in doddytain access to obstetrical or
gynecological care from a health care professional in the Claims Administrator's network
who specializes in obstetrar gynecology. The health care professional, however, may be
required to comply with certain procedunecluding obtaining prior authorization for

certain services, following a-ppproved treatment plan, or procedures for making referrals.
For a lisof participating health care professionals who specialize in obstetrics or
gynecology, contact the @laiAdministrator at the numlzer your ID card
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ATTACHMENTLEGA. NOTICES

Women's Health and Cancer Rights Act of 1998

As required by th&/omen's Health and Cancer Rights Acthef RB®8provides Benefits

under the Plan for mastectomy, inclgdigconstruction andrgery to achieve symmetry
between the breasts, prostheses, and complications resulting from a mastectomy (including
lymphedema).

If you are receiving Benefits in connection with a mastectomy, Benefits are also provided for
the followng Covered Health Sems, as you determine appropriate with your attending
Physician:

Yy All stages of reconstruction of the breast on which the mastectomy was performed.
y  Surgery and reconstruction of the other breast to produce a symmetrical appearance.

Yy Prostheses artceatment of physical complications of the mastectomy, including
lymphedema.

The amount you must pay for such Covered Health Services (including Copayments and any
Annual Deductible) are the same as are required for any other Covere@gtdeaith S
Limitations on Benefits are the same as for any other Covered Health Service.

Statement of Rights under the Newborns' and Mothers' Health Protection Act

Under Federal law, group health Plans and health insurance issuers offering group health
insurace coveragesgerally may not restrict Benefits for any Hospital length of stay in
connection with childbirth for the mother or newborn child to less than 48 hours following
a vaginal delivery, or less than 96 hours following a delivery by cesamarmeetior,

the Plan or issuer may pay for a shorter stay if the attending provider (e.g., your physician,
nurse midwife, or physician assistant), after consultation with the mother, discharges the
mother or newborn earlier.

Also, under Federal law, plansl issuers ngaot set the level of Benefits or-otipocket
costs so that any later portion of thehd8r (or 9énhour) stay is treated in a manner less
favorable to the mother or newborn than any earlier portion of the stay.

In addition, a plan or issumay not, wher Federal law, require that a physician or other
health care provider obtain authorization for prescribing a length of stay of up to 48 hours
(or 96 hours). However, to use certain providers or facilities, or to reduce-gbpookiet
costs, you mayebrequired to obtain prior authorization or notify the Claims Administrator.
For information on notification or prior authorization, contact your issuer.
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ATTACHMENTANONDISCRIMINATION ANICASSIBILITY
REQUIREMENTS

When the Plan usdstwords "Claims Administrator” in this Attachment, it is a reference to
United Healthcare, Inc., on behalf of itself and its affiliated companies.

The Claims Administi@at on behalf of itself and its affiliated companies complies with
applicable Federavit rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex. UnitedHealthcare does not exclude people or treat
them dfferently because of race, color, national origin, age, disability, or sex.

The Clains Administrator provides free aids and services to people with disabilities to
communicate effectively with us, such as:

Yy Qualified sign language interpreters

Yy Written infaemation in other formats (large print, audio, accessible electronic formats,
other fomats)

Yy Provides free language services to people whose primary language is not English, such
as: Qualified interpreters

y Information written in other languages

If you needhese services, please call théréallmember number on your health plan ID
card, TY 711 oMissVIC

If you believe that the Claims Administrator has failed to provide these services or
discriminated in another way on the basis of race, color, raiginahge, disability, or

sex, you can file a grievance in writing by mail orvethaihe Civil Rights Coordinator
identified below. A grievance must be sent within 60 calendar days of the date that you
become aware of the discriminatory action @amdia the name and address of the person
filing it along with the problem and theuesfed remedy.

A written decision will be sentto you within 30 calendar days. If you disagree with the
decision, you may file an appeal within 15 calendar dega\aifg the decision.

Claims Administrator
Civil Rights Coordinator

United HealthCare Sevices, Inc. Civil Rights Coordinator

UnitedHealthcare Civil Rights Grievance

P.O. Box 30608

Salt Lake City, UT 84130

The tolifree member phone number listed o ymalth plan ID card, TTY 711

If you need help filing a grievance, the Civil Rights @atodidentified above is available
to help you.
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You can also file a complaint directly with the U.S. Dept. of Health and Human services
online, by phone or mail:

Online https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Complaint forms are available at hitpww.hhs.gov/ocr/office/file/index.html.
Phone: Tolfree 18003681019, 80®3#7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence 3W&Ramm
509F, HHH Building Washington, D.C. 20201
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ATTACHMENTAGETING HELP IN OTHEERNGUAGES OR FORMATS

You havehe right to get help and information in your language at no cost. To request an
interpreter, call the tdlee member phone number listed on your health plan ID card, press
0.TTY 711.

This letter is also available in otleemfats like large print. Tequest the document in
another format, please call thefteké member phone number listed on your health plan ID
card, press 0. TTY 711, Monday through Friday, 8 a.m. to 8 p.m.

LanguageD Translated-TaglinesD

1+ Albanian® | Ju-kenité-drejté t€ mermi ndihmeé -dhe informacion-falas né-gjuhén-
tua). Pérte-kérkuarnjé pérkthves, telefononi né numrin-qé-gjendet né-
kartén-e planittua)shéndetésor, shtvpni 0. TTY 711.0

7+ Amharico PA-TPIR-NEf IXTEF ACAFT -00LE P77 1 00T AT AT CATL -
AT FCAP LA M T -TAT -0 0EP P+ AL, -NAD--(+3 -oller s -Néd R -
HT0- LR T 0T B e TTY 7110

3= Arahicd i :u'“-:é_;_gi-,;:___.;in- Lol 2 :'5-:.\;;. tu:':-;;_g;--’-':":-.'_Ln_g:na.n::|_g-§I-' .Q'I.‘_.__'u:,.__:: - 'I.‘--.__i._-:,__,__',l__'p]_'I
TN, 0T SEPS- DOEN| E-PRENL | DO - TS, Yl alall Aol 4

Yo gaill-cailgll- 0o to daanad JTTY 711-(0

4~ Ammenian® | Bupqumbhs upmhwhebym -hunhup, -quiqubwpk p-2kp-
wnnrpuuyuthwljmb-spugnh-huptm e ID) inmiuh-Jpo-
o wd win]&wp - Whpudbbph-htnuenuuhuniopm], ubnk p-

0:TTY 7110
53—+ Bantu- Urafise-uburenganzira bwo-kuronka ubufasha n’amakum mu-rosmi -
Kimundi@ rvawe kubuntu. Kugira usabe umusemuz:, hamagara inomerc va-

telephone v'ubuntu vagenewe abanywanyiin kurutonde ku-
Earangamuntu ¥ umugamb: wawe wubuzima, fronda 0. TTY 71142

6.+ Bisavan- Aduna Eav Eatunged nga mangavoog-tabangugimpormasyon5a-
Visavan- imong-lengguwahe nga walay bavad. Aron mohangvo-og-tighubad, -
{Cebuane) T | tawagsa toll-free nga numero-sa telepono sa mivembro-nga nakalista-

saimong 1D kardsa plancsa panglawas, pindotaang 0. TTY 7112

7+ Bengali- A - SA- N, - T AP a- A (616 - B ag e & Fa-
Bangala®
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8.+ Burmesed @Wpﬁsu%@:ﬁ Eazmamm:@@ WE n}m&m:ﬂnﬁmﬁ.ﬁj
RoceiERs opSobiglmonibensh oomobbembabofosdogfiunaqeoleos
cocgoSedemanbiolipmagoiannieiotlodofl 0 ob§idh TTY 711

9+ Cambodian- | e Feamiem BT e i anmmagn e ol i damomn T s et zr‘."q'.?m nimmraniEnT
Idon- Sty i i ID “HEHIN BT TR AN” R 0.-TTY-711C
Khmer

104Cherokee™ | 8- D4 FP-ICZP. I 14601 EAIW it GTP-AS FRJIJAAI-
ACAOAIIBARIT, o+0rcOl-0. TTY 7110

11aChinese™ | fEF{EF R BELUEMEEEEIHEIFI.E. H—(i#ES,
R iR ElE 8 F LARIEE 8 TEME BiE
0. HEFIESEHEIRFEESS 7110

12 +Choctawd Chim-anumpa va,apela micha nana aiimma vvtnan-aivli keyuhoish-
1sha hinla Evtchim-aiivlhpesa. Tosholi va-asilhha chihokmvtchi-
achukmaka heolisso kalloiskitiniva tvliaianumpuliholhtena va ibai-
achvifa yvtpeh-pila hoishipavacha 0-ombetipa TIY 7110

13 +Cushite- Kaffaltimaleafaan keessanin odeeffanncofi deeggarsa argachunf
Oromol mirga ni-gabdu. Turumaana gaafachuufis sarara bilbilaakan bilisaa-
waragaa eenvommaa karoora favvaa Eeerratti tarreefame bilbiluun, O-
tugl. TTY 7111
14 +Dmtcho Uheeft-hetrecht-om-hulp-eninformatie inuw-taal te krjgen zonder-

Eosten. Omeen-tolkaante vragen, bel-ons gratis nummer-die u-opuw-
riekteverzekeringskaart treft, drukop 0. TTY 7110

153 4French™ Vous-avezledroitd'obtenir-gratuitement de 1'aide etdes-
renseignements dansvotre langue. Pour-demandera parder-a un-
interprete, appelezle numero-de-telephone sans frais-fipurant sur-
votre carte d’affilie durépime-de soinsde-santeé etappuyez surla-
touche 0.-ATS-T11.1T

15 +French- Ougen-dwa poujwenned-ak enfomasyvonnanlang-natifnatal ou-
Creocle- gratis. Pou-mande von-entépret, rele nimewo-gratis manm-lan ki-
Haitian- endike soukatIDplan-sante ou, peze 0. TTY 7115
Creoled

17 +Germant Siehaben-das Recht kostenlose Hilfe und Informationen-in Threr-

Sprache zu-erhalten. Um-einen Dolmetscher-anzufordem, mafen-5Sie-
die gebihrenfreie Nummer-auf Threr KrankenversicherungsEarte®n-
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und-drickenSiedie-0. TTY 7115

18 4GreekD Eyeteto-Brralwpo vo haBete BovBela #u iy 00yoples 0T Y AWooT TUs
ywolcypewot). Tava-Lntioste Siepprven, wuhsote To Swosiv-uptBio-
THAEPEVOL TIOL BOLOKETHL OTHY KA T PEROVE waPihlon g, TaTnowE 0. -
TTY-7110

194Gujaratid | oy (Soil YRl wee-wal-dutdl el B dl o cl-wis-
& 2eeuau e teidl-san, -dul-ge wie- ID-std- uell- Yl ul e -
Alet-4l- W07 glot-olei2-BUR- Blet- 5, -0-gollell - TTY 7110

20+Hawanan® | He-pono-kekokua-“anaakuii-oe ma-kamaopopo-‘ana-o-kéia-ikema-
loko-o'kiu-"oleloponoT-me kauku-'ole-"ana. +

E ‘kama‘ilio-"oe me-kekahi kanaka unuhi, ¢ kihea ika helu kelepona-
kiki-“ole ma koukilekaolakino,aekaomiikahelu). TTY-711.o

21 +Hindio HTT - -HIAT- ST0T- 3 TR Ta S o e Ao - - - HTEwR-
g & RT3 - T, 3 ey v 1D - I s T -
A a9 Wi -, -0 gand T TY 711D

22 sHmongd Koj nmuaj cai taukev pab thiab-tau cov ntaubntawv sauua kojhom-
lus pub-dawb. Yog=av tauibtugneeg-ixhais, hu fus xov-too) rau-tswv-
cuabhu-dawbuas saumuaj nyvobntawm koj daim-vuaj themnqi kho-
mob, nias 0. TTY 7112

23 4TboD Inwere ikike inweta envemaka nakwa imuta asusu gi nefunakwughi-
ugwo. Maka ikpotum -onye nsughar -okwu, kpoo-akara ekwenti nke di-
nakwukwo njirimara ginke emere makaahuike i, pia-0. TTY-711.&

24 +]locano™ Adda karbengam nga makaala i tulongEenimpormasyon 1t
pagsasaommnga libre Tapno-agdawatitimavsa ngaagpataris,-
tumawagiti toll-free nga numerc-ti telepono nga para kadagiti kameng-
nganakalistaavan ti 1D card mo-para ti plano-ti salun-at, ipindut 0. -
TTY 711o

25 +Indonesian® | Anda berthak untuk mendapatkan bantuan-daninformasi-dalam-
bahasa Anda tanpa-dikenakantuava. Untuk meminta bantuan-
penerjemah, hubung nomor-telepon-anggota, bebas pulsa, vang:
tercantumpada kartuID rencana Eesehatan-Anda, tekan 0. TTY 71180

26 +talian™ Haidl-diritto-di-ottenere aiuto e informazioni nella tua lingua-
gratuitamente. Perrichiedere uninterprete, chiama il numero-
telefonico verde indicatosulla tua tessera 1dentificativa del piano-
sanitarioe premi-lo-0. Dispositivi pernon-udenti /TTY: 7110
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274Japanese™ | "FHEOEFE TR~ FEFTED, BEEIFLEDT S
ZTENTEST, B3 A, EREY THEDIES
3. BEY T2 IID

H— Rl I Tvwa A —HO? ) —-H 7 ¥ILETE
FEOLE, AL T EE, TIWVERESIT 11T,

28 aKarend

29 *Korean O %;PL LA HE At A2 B E-EHE0]-HE -+

=d#H2 PRl syt -9 AE -2 F5H - A=A 5l -
E%-IDFPEEHI I FEEHAY-JHFHTE AFEH oH S
FEHA L TTY 7110

30+Km--Bassa®| Nigwe kunde I bat-mahola ni-mawinuhop-nannipehmes beto-della. -
Yuiwelni-Kobol mahop-seblana, schoni-sebel numba Tni-tehe mu I
ticketIdoctaInan, bep0.TTY 7110

31 +Kurdish- e B gl Tu B Tiian e e Tanghe o Al g e e e pafamate gk cadl
Soranid e il 5 o3 gl gLl gl s g g 5 gBabat s e T aSr s g o o ) 5 ST K s
» Bl Qg pnigae g et TTY 7110

32+LaoctianD vmudSotetlosunugoacdiscotayy Srosmuiclvwrsmesguind
um?q*aw

iSoésequrowiz, IS mmoisc ninotsiu 5150 stoegnilooiyl
oslulosturdnasguinw, nocon- 0-.TTY 7110

33aManathi® | srqearaT HrTeaT ST - e He g T AR o TH ST AR 1
ST HEEOH TaaHed i -Aatat H e soaramer-aar 0. TTY 7110

34+Marshallesed Eoram-marofnnan-bokjipafiimmelele-lokajineoamilo-ejjelok-
wondain. Nankajiitok fianjuonti-ukok, kirdok ndmba -eo-emdi-anieje-
lokaatmIDinkarckin-djymourec-am, jiped0. TTY 7110

35 +hlicronesian | Komw-ahneki manaman unsek komwi-enalehdisawas ch-mengihtik-

-Pohnpeiand| ni-pein-omwitungoal lokaia nisohisepe. Pwen pekisawas ensoun-
kawehweh, ekerdelepwohn nempe ong-towehkan me schisepe me-
ntingihdi ni-pein-omwi-dearopwe me pid koascandien-kehl, padik 0.
TTY711.o

36 +Navajod T'éiiﬁk‘ehdccba_a_h 'alinigoobee baa hane"gﬂ*t'éé:rt:r];zaédbee
nika'e'ey eegobee na'ahoot'i' 'Ata"halne'i{a Tintkeedgo, ninaaltsoos-
nit1z7 “ats’7 7s bee baa’ahavl bee nd4dhozin g7 7 bik1 1 bd44sh bee-

hane’7 411777k ehbee hane’7 bik1’7g7 7 hich’8 hodiilnih doo 0 -bit-
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'adidulchit. TTY 7110

374Nepali™ AT AT SR T 9 e HE T SN WTod 3T - HIE TR aasd T
T | HAATE S AT T - 77T AT T, TS T O TRaT-
FISAT A T e Bl A g AT Heaa aee i, O ages) TTY
7110
38 +Nilotic- Yinnor 161 bé vikuony né-werévic de thorn -dudbac ke cin-wéu tidue-
Dinka® ke piny. -Acin-bi ran-vé-kac per-thok-thiééc, ke vintol nimba yene yup-

abacde-ran-tor ve koc-widrthok toné TD-katdudn-de panakimvic, -
thany 0-vic. TTY 711.0

39 aNorwegianD

Duharretttil-a-fa-gratis-hjelpog-informasjon-pa-dittegetsprak.- |!
For-abe-om-en+tolk, ring“gratismummeret for medlemmersom-
eroppfert-pahelsekortetdittoghrykkd.-TTY 7110

40 +Pennsylvani

Duhoscht-die Rechtfer- Hilfunn Informationin-deine Schprooch-

anDutch® | griege, fernix Wann-du-enIwwersetzerhawwe willscht, kannscht-du-
die frei Telefon Nummeruff-dei Gesundheit Blann 1D -Kaarde yuuse, -
dricke 0. TTY 711D
41 +Persian- N PN T .-'_.i'.:._J_-._-;'.f__:lJ.J};n.“_:.l_;.;}i.:__:_:.;‘_:._'_:_n_},_;nl .j.J_ﬁd. 2 gLl
Farsi s jualily oAlal pe e B jrafeente pen Q0 Lifoads e A0 eslar il 15

a8 el TTY 7110

2 aPunjah: O

7118w, 0S| o

43 +PolishD Masz prawodo-uzyskania bezplatnej informacyi i pomocy we-
wiasnymiezvku. Poustugi thumacza zadzwon pod-bezplatny numer-
umieszczony na karcie identyfikacyinej planu medveznegoiweisnij 0.-
TTY 7110

44 +Portuguese™ | Voce tem-o-direito-de-obterajuda e informacio-em-senidioma e sem-

custos. Para solicitaruminterprete, ligue para®numero-de-telefone-
gratuitoque consta no-cartiode ID do-seu-planode-satde, pressione-
0-TTY711=

45 sRBomaniant

Avetidreptul de-a-obtine gratuit ajutorsiinformatiiin imba-
dumneavoastrd. Pentrua cere uninterpret, sunati la numarulde-
telefon pratuit care se-giseste pe cardul dumneavoastrd de sdndtate, -
apisatipetasta0. TTY 7110

46 +Bussian™

BrrumeeTe Ipaso Ha DECIIAATHOE TIOATIEHHE TTOMOIITH H-
HHE(OPMAIINE Ha BalTeM A3uKe. UToOH TToAATE 3a0pOC TEPEEOATHES -
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OOECHHTE Mo DeCIIATHOMY HOMepY TeiedpoHa, TKA3aHHOMY Ha -
oOpATHOH CTOPOHE BAIIeH HASHTHDHKAITHONHEOH KAPTE M HARMETE -
0 mEma Ty 7110

47 ASamoan--

Fa'asamoa O

E1atloudidtatavemavaatuaisefescasoanima-fa’amatalagailan-
gagana €-auncama-setotogl. Ina1afa’atalosagaina se tagatafa’aliin, -
viliile telefom mo-suiele totogia oloolisiatuilau peleniilau pepa-
IDmo-lesoifua maloloina, oomile 0. TTY 711.O

43 +5erbo-
Croationd

Imate pravo-da besplatno-dobijete pomoc iinformacije na-Vasem-
jeziku. Da biste zatrazili prevodioca, hazovite besplatni broj naveden-
na-iskaznici Vaseg%zdravstenog-osipuranjad pritisnite 0. TTY 711.1

49 +5pamshd

Tiene derecho-a tecibir-ayuda € informacion-en-suidioma-sincosto.-
Para solicitarun intérprete, llame al numero-de teléfono-gratuito para-
miembros-que se encuentra en-su-tarjeta de identificacion del plan-de-
salud vpresione 0.+

TTY-711o

50 +5udanic-
Fulfulde

Dum-hakke maada mballedaa kadinkebaahabaminderwolde maada-
naa maa-a yobii To-a vidi pirtoowo, noddu limngal mo-telefol caahu-
limtaadonderkaatiwol ID maada ngol njamu, nvo”u ). TTY 711.0

51 45vrahili

Una-hakiva%uopata msaadaha aarfaowa Jugha vako%oila gharama. -
Kuomba mkalimani, piga nambariva wanachama va bure-
iliveorodheshwa Ewenve TAMvakadi vakova mpango-wa-afra, -
Fonvezad. TITY 7112

3Z245vriac-
Assyoant

rarfia | dneidla R sasho e e dkalasr e Rone . Analnge | dlucd

- iE g

‘e b e mlrda . fedincrfiien Mo, diorerfish, il as nd rfdamsal

.'D'?u:mm'rﬂﬁa}.gﬂnm"_'l 1=

33 +4Tagalogt

Mav-Earapatan Eangmakatanggapngtulongatimpormasyon-sa iveng:
wika nangwalangbavad. Upang-humilingng-tagasalin, tawaganang-
toll-free na numereng-teleponona nakalagavsaivong ID card ng-
planong pangkalusugan, pindutinang ). TTY 7110

34 4Telugu

Serodl S ;jc’e_?ﬂmmaﬁxﬁrﬁ_f Craicen Toboinharo st s o
iray) el sV imerh T orued], o -Ergi-éﬂ.ﬁ-md?tni: oo arder Sabed-
%5 Doerth s TS5, 0 T‘gﬁ}&ﬂ*‘b TITY- 7110

554Thaid

An md @ rw . - & Ars_ @ A3 & .
FAEVIENAT VAT T A R tlli:.;lr 1.'-I.Fl1'!l TR RS LR SR LR 1.'Iﬁl 18" WIFRET AT PR Be
& & o . ST P m e W L
Tl o b syl Erevran ooy T ol @ ?J'-I'J mry TEQ AT FTH T ?:!.I.FI'I'H!.IE I!:‘IB.I Bk D }

o . W pw & ] £ - = o]
?HHE‘JiN'.J?I'.I1'..I‘JFﬁIFE1'ﬂHFI1F.Hﬂ'.l'\ﬂiﬂﬁ'_i'IF|' Tl v In Faevan e -11

364Tongan--

‘Okukema’n‘aetoton-kema™n’aetokonimo-e-‘nfakamatala “i-
ho'olea fakafonua ta’etotong. Fe kole ha tokotaha fakatonulea, ta &i-
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FakatongaD | he-fika telefoni ta’etotongi ma’ae kaumemipa “a ee‘okulisi“Tho’'o-
kaati ID ki ho'o-palani kihe mo'uileles, Lomi' T “a e 0. TTY 7112

3T +Trukese+ Miwor-omw pwung om-Eopwe nounou 1ka amasounoum-ekkewe-

(Chuukese)J| aninisika toropwen -aninis nge epwe awewetiw non kapasen fonuom, -
ese kamo.Tka ka mrwochen tungoren-aminisin chiakku, kon%ewe-
member-nampa, ese pwan kamoe, mi pachanong won-an noum-health-
plan-katenID, iwe tiki"0". RenTTY, kori 711.0

384TurkishD Kendidilinizde Geretsiz olarak vardmm ve bilgd alma hakkimz-
bulunmaktadir Birtercimanistemekicin-saghk plaru kimlik karbman-
tzennde ver-alanGcretsiz telefon numarasimaravamz, sonra 07a-
basmuz. TTY {vaziliiletigm) icin 71113

394Ukminian®™ | V-BaceIpaso oTpHMATH DE3KOIITOBHY ACIOMOTT T IH(OpMAITIO Ha -
Banmin piamii Moei. TI{o0 TOA4TH 3aIHT TPO HAAAHHA TIOCATT -
Imeperiasada, 2aTereOHVHETE Ha De2KOIITORHIN HOMep TeAeDOHT
VIACHMEKS, BKA33HHH Ha BANTH iAeHTHQKAITHIT KapTi A=Y
MEAWIHOTO CTPAXVEAHHA, HATHCHITE 0. TTY 71112

60+Urdno Y S T VR S SRR S ) WX P P VT Tyt
Lo rm g .:.‘E-\_?-.'-_ _.r""-:l—'—.a-J d- gz e B ‘E_J:J—“"_;}-J—“"“JJ-H}‘r'—'rJ
il T-7110

61 +Vietnamese Qm”'n 0" -quy enﬂucec g_up ddva tap thong- tnba_ng ngcm nglF-cua-
qu'r'n mién- phi. G‘E]'E“. eutaudu’cec thong-dich-vi eng_up dd, vt long-
20150 d_enﬂma -m_enph_ danh cho ‘héi vién dwocnéu-trén the ID-
chucrngtuﬂl ‘bao hiemv- té-cua quy L, bams6-0. TTY 7110

62 4Viddisho 1T FRETR1E - TR T TR T R R TR - TR T IR T - T T O - TR
HIRT-R- TR RO+

18RI - DT R R - T DT - DR - 0 R T YD g0 e - RD- 0y T -0 - TR
OTTY 71RO

63 4V prubad O nietolatiniiranwo ati 1fitonileti pha niede re laisanwo. Latiba-
ogbufo-kansoro, pé-sot nomba ero-ibanisoro laisanwoibode tia-to-
sor ‘kadiidanimo tietoilera e, te“0’. TTY 7110
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ADDENDUBREAL APPEAL

This Addendum to the Plan provides Benefits for virtual obesity counseling services for
eligible Covered Persons through Real Appeal. Thereceeéustbles, Copayments or
Coinsurance you must meet or pay for when receiving these services.

Real Appeal

The Ran provides a virtual lifestyle intervention for weglliied conditions to eligible
Covered Persons 18 years of age or oldeiA\Rezdl is designed to help those at risk from
obesityrelated diseases.

This intensive, muliomponent behavioral intention provides 52 weeks of support. This
supportincludes ormn-one coaching with a live virtual coach and online group
participationwith supporting video content. The experience will be personalized for each
individual through an introductory onlinessen.

These Covered Health Services will be individualized and may include, but is not limited to,
the following:

Yy Virtual support andelthelp tools: Personal ane-one coaching, group support
sessions, educational videos, tailored kits, integratpthticein and mobile
applications.

y' Education and training materials focused on goal setting, psaibkarg skills, barriers
and straigies to maintain changes.

Yy Behavioral change counseling by a specially trained coach for clinical weight loss.

If you woud like information regarding these Covered Health Services, you may contact the
Claims Administrator througéww.realappeal.comor atthe number shown on your ID
card.
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ADDENDUMPRESCRIPTION DRUGIBHTS

What this section includes:

Benefits availablfor Prescription Drugs;
How to utilize the retadind mail order service for obtaining Prescription Drugs;
Any benefit limitations and exclusions that exist for Prescription Drugs; and

Definitions of terms used throughout this section related to tleiptres Drug
Benefits.

T
1
T
1

Prescription Drugenefit Highlights

Prescription Drug Benefits will not be coordinated with those of any other health coverage
plan other than the Columbia Community Unit School District #4. Amexisteg
provisions of this plado not apply to Prescription Drug Bersefit

Identification Card (I.D. Caddetwork Pharmacy

You must either show Your ID card at the time You obtain Your Prescription Drug at a
Network Pharmacy or provide the Network Pharmacy with identifying indorthatican
be verified by Express Scrigtsing regular business hours.

If You don'tshow Your ID card or provide verifiable information at a Network Pharmacy,
You will be required to pay the Usual and Customary Charge for the Prescription Drug at
the pharmacy.

Benefit Levels

Benefits are avdle for outpatient Prescription Drugs that are considered a Covered
Expense.

The Plan pays benefits at different levels for tier 1, tier 2 and tier 3 Prescription Drugs. All
Prescription Drugs covered by the Pfancategorized into these three tierdien t

Formulary. The tier status of a Prescription Drug can change periodically, as frequently as
monthly, based on the Express Scripts Pharmacy and Therapeutics (P & T) Committee
periodic tiering decisions. When thaturs, You may pay more or less foeadeiption

Drug, depending on its tier assignment. Since the Formulary may change periodically, for the
most current information, You can wsww.expresscripts.conor call the Customer

Service numberon Your Expr&s r i pt sdé | . D. Car d.

Each tier is assigned a@ay or Participation, which is the amount You pay when You visit
the pharmacy or order Your medications through mail order. Y-qary@o Participation

will also dep®d on whether or not You visit the phargnacuse the mail order service; see
the Prescription Schedule of Benefits for further details. Here's how the tier system works:

Yy Tier 1is Your lowest Guay or Participation option. For the lowestadtpocket
expense, You should consider tier 1 dfugsu and Your Physician decide they are
appropriate for Your treatment.
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y  Tier 2is Your middle Gpay or Participation option. Consider atier 2 drug if no tier 1
drug is available to treat Your condition.

y' Tier 38 Your highest Gpay or Participation dph. The drugs in tier 3 are usually
more costly. Sometimes there are alternatives available in tier 1 or tier 2.

For Prescription Drugs at a retail Network Pharmacy, You are responsible for paying the
lower of :

1  The applicable GpayParticipation, or Deductible amount;

1  The Network Pharmacy's Usual and Customary Charge for the Prescription Drug; or

1  The Prescription Drug Charge that Express Scripts agreed to pay the Network
Pharmacy. For Prescription Drugs fromeal order Network Phiaracy, You are
responsible for paying the lower of:

1  The applicable Cpay, Participation or Deductible amount; or

1  The Prescription Drug Charge for that particular Prescription Drug.

Retail

The Plan has a network of participatingl rgtearmacies, which lndes many large drug
store chains. You can obtain information about Network Pharmacies by visiting
www.expresscripts.conor by calling the Customer Service number on Your Express
Scriptasdd | . D.

To obtain Your Piription from a retail pharmacy, simply present Your ID card and pay
the Copay, Participation or Deductible amount. The Plan pays benefits for certain covered
Prescription Drugs as written by a Physician and in accordance R#h.the

Note: Pharmacy Benefits apply only if Your prescription is for a Covered Expense, and not
for Experimental, Investigational, or Unproven Ser@tesrwise, You are responsible for
paying 100% of the cost.

Mail Order

The mail order service magwllYou to purbhase up to a 9day supply of a covered
maintenance drug through the mail. Maintenance drugs help in the treatment of chronic
linesses, such as heart conditions, allergies, high blood pressure, and arthritis.

To use the mail order servideYau need t@o is complete a patient profile and enclose

Your Prescription order or refill. Your medication, plus instructions for obtaining refills, will
arrive by mail about 14 days after Your order is received. If You need a patient profile form,
orif You have anquestions, You can call the Customer Service number on Your Express
Scriptsd | .D. card.

The Plan pays mail order benefits for certain covered Prescription Drugs as written by a
Physician and in accordance with the Plan.
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It is recommended &t if You needlour Prescription Drug order immediately, you fill Your
Prescription Drug order at the retail pharmacy first and then call the Customer Service
number on Your Express Scriptds | .D. card to

Note: To maximize Youbenefit, ask Your Physician to write Your Prescription order or

refill for a 96day supply, with refills when appropriate. You will be charged a mail erder Co
pay, Participation, or Deductible amount for any Prescription order or refilugé’the

mal order service, regardless of the number of days' supply that is written on the order or
refill. Be sure Your Physician writes Your mail order or refill fedayupply, nota 30

day supply with three refills.

Designated Pharmacy
If Yourequire certaiPrescription Drugs, Express Scripts may direct You to a Designated
Pharmacy with whom it has an arrangementto provide those Prescription Drugs.

Please see the Definitions in this section for the definition of Designated Pharmacy.

Want to dwer Your oubf-pocket Prescription Drug costs?
Consider tier 1 Prescription Drugs, if You and Your Physician decide they are appropriate.

Assigning Prescription Drugs to the Formulary

The P&T Committee makes the final approval of Prescription Drug gridaeertersin its
evaluation of each Prescription Drug, the P&T Committee takes into account a number of
factors including, but not limited to, clinical and economic factors. Clinical factors may
include:

1  Evaluations of the place in therapy;
1 Relative daty and effiacy; and
1  Whether supply limits or notification requirements should apply.

Economic factors may include:

1  The acquisition cost of the Prescription Drug; and
1 Available rebates and assessments on the cost effectiveness of the Prescription Drug.

When considerma Prescription Drug for tier placement, the P&T Committee reviews

clinical and economic factors regarding Covered Persons as a general population. Whether a
particular Prescription Drug is appropriate for an individual Covered Person is a
determinationtat is made by the Covered Person and the prescribing Physician.

The P&T Committee may periodically change the placement of a Prescription Drug among
the tiers. These changes may occur as frequently as monthly and may occur without prior
notice to You.

Prescription Drug, Formulary and P&T Committee are defined at the end of this section.
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Formulary

The Formulary is a tool that helps guide You and Your Physician in choosing the
medications that allow the most effective and affordable use ¢fr¥seniption Drug
benefit.

Prior Authorization Requirements

Before certain Prescription Drugs are dispensed to You, it is the responsibility of Your
Physician, Your pharmacist, or You to obtain prior authorization. Express Scripts will
determineifthe®® s cr i pti on Drug, in accordance with

1 A Covered Expense as defined by the Plan; and
1  NotExperimental, Investigational, or Unproven.
1 A Prescription Drug not being used forlafiel use.

The Plan may also require Youlbtam a prior authorization so Express Scripts can
determine whether the Prescription Drug Product, in accordance with its approved
guidelines, was prescribed by a Physician.

Network Pharmacy Prior Authorization

When Prescription Drugs are dispensed atveokk Pharmacy, the prescribing provider,
the pharmacist, or You are responsible for obtaining prior authorization from Express
Scripts.

To determine if a Prescription Drug requires prior authorization, You can visit
www.expresscripts.conror call the Customer Service numbe
I.D. card. The Prescription Drugs requiring prior authorization are subject to periodic review

and modification.

Benefits may not be available for the Preseriptiog after Express Scripts reviews the
documentation provided and determines that the Prescription Drug is not a covered health
service or it is an Experimental, Investigational, or Unproven service.

The Plan may also require prior authorization f@rc@rograms which may have specific
requirements for participation and/or activation of an enhanced level of benefits associated
with such programs. You may access information on available programs and any applicable
prior authorization, participation ativation requirements associated with such programs
through the Internet atww.expresscripts.conor call the Customer Service number on
Your Express Scriptsodo | .D. card.

Limitation on Selection of Pharneaci

If Express Scripts determines that You may be using Prescription Drugs in a harmful or
abusive manner, or with harmful frequency, Your selection of Network Pharmacies may be
limited. If this happens, You may be required to select a single NetworlkyPtnatmaall

provide and coordinate all future pharmacy services. Benefits will be paid only if You use the
designated single Network Pharmacy.
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